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SURGICAL  PATHOLOGY. 

PART  11. 


INJUEIBS  AND  DISEASES  OF  BtJES.^:. 


HiEMATOMA  01?  BURSyE. 

As  the  result  of  a  contusion  an  effusion  of  blood  into  the  cavity  of  a  bursa  is  not 
uncommon.  Complete  absorption  usually  occurs,  but  occasionally  the  extravasation 
is  followed  by  suppuration  or  by  a  chronic  enlargement  of  the  bursa. 


AcFTB  Inflammation  of  BunsiE. 

Acute  inflammation  often  terminating  rapidly  in  suppuration  is  a  common  result 
of  wounds  or  other  injuries  of  bursge.    This  cannot  be  sho^vn  in  Museuui  specimens. 


Simple  Chkoitio  iNFLAMMATioif  of  BuRSiE. 

This  presents  three  forms  : — 

1.  Simple  fluid  enlargement. — In  this  the  wall  is  but  little  tkickened,  the  increase 

in  size  being  the  result  of  distension  of  the  bursa  with  clear  serous  or 
sometimes  blood-stained  fluid  (1065). 

2.  Chronic  inflammation  ivith  thickening  of  tJie  wall. —  In  this  form  the  bursa  mav 

form  a  tumour  of  considerable  size,  partly  caused  by  thickening  of  the  wall 
and  partly  by  effusion  of  fluid  into  its  interior.  On  section  the  thickened 
wall  is  found  to  be  composed  of  layers  of  dense  fibroid  tissue,  and,  even 
though  before  removal  the  bursa  feels  perfectly  solid,  a  small  central  cavity 
is  always  found  within  it  (1074). 

3.  Fluid  enlargement  luith  the  presence  of  loose  bodies. — The  bodies  mny  be 

identical  in  form  and  structure  with  the  "  melon-seed  bodies "  found  in 
joints  and  synovial  sheaths,  and,  like  them,  are  probably  formed  from 
altered  blood  or  fibrinous  deposits  on  the  serous  surface  (1075).  Blood- 
crystals  are  occasionally  found  w  ithin  them.  Occasionally  the  loose  bodi(^s 
are  cartilaginous  and  rounded  in  form.  Such  bodies  are  only  found  in  bursas 
close  to  joints  and  in  connection  with  rheumatoid  arthritis  (107G). 

1065.  A  bursa  patellae,  which  has  been  distended  and  increased  in  siz3  by  an 
accumulation  of  fluid.  The  walls  of  the  dilated  bursa  are  slightly  thickened; 
It  13  5-5  cm.  m  diameter  and  globular  in  shape,  although  this  regular  form  is 
due  probably  to  its  artificial  distension.  An  elliptical  portion  of  the  integument 
is  adherent  to  one  part  of  the  bursa,  and  on  the  opposite  aspect  are  some  bands 
of  glistening  fibrous  tissue,  probablv  part  of  the  aponeurosis  lying  upon  or  arouiul 
the  patella.  '  ^O'^Q 

Tlio  bursa  was  removed  bj  opoi-ation. 
PART  II. 
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INJURIES  AND  DISEASES  OF  IIURS^E. 


1066.  A  bursa  patella)  with  an  elliptical  portion  of  the  integument,  the  bursa  being 
enlarged  so  as  to  form  an  almost  globular  sac  about  4  cm.  in  diameter.  The  wall 
of  the  sac  is  slightly  thickened,  and  it  appears  to  have  been  but  loosely  connected 
■with  the  surrounding  tissue ;  the  skin  on  its  anterior  surface  is  thin,  wrinkled, 
and  healthy.  The  interior  of  the  bursa  is  covered  with  a  closely  adherent,  opaque, 
tougli  substance,  •which  anteriorly  is  accumulated  in  large  amount,  and  forms  a 
laminated  nodular  mass  projecting  into  the  interior  of  the  sac.  This  substance 
exactly  resembles  that  composing  the  laminated  loose  bodies  occurring  in  joints 
and  burs£B,  and  is  most  probably  fibrin  derived  from  blood  effused  into  the  bursa. 

1067.  An  enlarged  and  thickened  bursa  patellae.  The  enlarged  bursa  is  of  a  com- 
pressed oval  form,  slightly  constricted  across  its  middle  so  as  to  have  a  bilocular 
cavity.  Its  wall  is  about  2  mm.  thick,  and  formed  by  close  fibrous  tissue  lined 
with  a  layer  of  softer,  semi-transparent  substance,  which  is  raised  in  elevations  of 
varying  size  and  prominence  so  as  to  render  the  interior  uneven  and  coarsely 
granulated.  3748 

Tlie  enlarged  bursa  had  existed  for  thirty  years  on  the  knee  of  a  sawyer. 

1068.  Part  of  an  enlarged  bursa  patellse,  which  measures  8*5  cm.  in  its  longest 
diameter.  The  wall  of  the  bursa  varies  in  thickness  from  2  to  6  mm.,  and  is 
composed  of  dense  fibrous  tissue.  The  inner  surface  is  in  parts  covered  with  an 
adherent  layer  of  loose  shreddy  material.  The  contents  of  the  bursa  are  entirely 
solid  and  consist  of  a  firm  fibrinous  substance  of  a  brownish  colour,  presenting  an 
irregular  striation,  the  lines  of  which  are  more  or  less  concentric.  The  solid 
contents  are  but  loosely  adherent  to  the  wall  of  the  bursa,  and  closely  resemble 
in  appearance  the  laminated  clot  of  an  aneurism.  5673 

1069.  Plaster  cast  of  the  right  knee  from  the  case  from  which  the  bursa  preserved 
in  the  last  specimen  was  removed.  6673  A 

Prom  a  charwoman,  aged  49,  in  whom  the  swelling  had  existed  for  about  12  years ;  it  had  been 
a.>-pirated  about  7  years  before  admission.  The  bursa  was  excised.  (Mr.  Hill's  Case-books, 
lb81,  vol.  ii.  p.  118.) 

1070.  Two  prepatellar  bursas  removed  by  operation  from  the  same  person.  The 
u|)per  and  larger  of  the  two  bursa;  consists  of  a  hemispherical  cyst,  measuring 
5-5  cm.  in  diameter,  and  composed  of  a  dense  fibrous  wall  5  mm.  in  thickness  at 
its  central  and  thinnest  part.  The  inner  surface  of  the  bursa  is  covered  with  a 
layer  of  brownish-yellow  fibrinous  material,  w^hich  in  the  upper  half  forms  irregular 
nroieeting  masses.  The  lower  bursa  measures  4  cm.  in  its  longest  diameter,  and 
consists  of  a  very  dense,  thick,  fibrous  wall  surrounding  a  small  lumen  and  lined 
with  a  thin  laver  of  substance  similar  to  that  in  the  other  cyst.  On  the  posterior 
aspect  of  this  bursa  is  another  thin- walled  bursnl  space,  the  inner  surface  of  which 
presents  large  numbers  of  small  branched  and  club-shaped  villous  processes  simdar 
to  those  often  seen  in  joints.  At  one  spot  a  long  string-hke  fibrous  band  is 
attached  to  the  inner  surface  of  the  bursa. 

-Prnm  a  woman  a-^ed  32.    The  enlargement  of  the  bursa  over  the  left  patella  had  been  noticed 
ibr  6  years.  '(Surg.  Keg.  Eep.  1889,  p.  135,  No.  2383.) 

1 071  Two  prepatellar  bursa;  removed  by  operation  from  the  same  person.  Each 
bursa  is  hemispherical  in  shape,  presenting  a  flattened  posterior  and  a  convex 
anterior  surface  and  having  a  diameter  of  near  y  7  cm  In  the  upper  specimen, 
which  has  been  laid  open,  the  wall  of  the  bursa  is  seen  to  consist  of  dense  fibrous 
tissue  and  to  have  a  thickness  of  about  6  mm.  1  he  mterior  of  the  bursa  is,  in  its 
present  condition,  filled  with  a  yellowish-brown  spouge-hke  fibrinous  substance 


* 


SIMPI-E  CIIUONIC  INFL.VMMATIOJT  OF  BURS.'E.  O 

From  a  woman  a^ed  39,  who  for  12  years  liad  beea  a  laundress  and  previously  a  domestic 
selUt  Se^nlaiemmt  of  the  bursa,  had  been  noticed  for  7  years.  Both  were  excised. 
(Surg.  Keg.  Rep.  188(),  p.  91,  No.  1297.) 

1072  A  longitudinal  section  of  a  bursa  patellio,  the  wall  of  which  has  been  so 
thic'kened  as  in  places  to  measure  more  than  1  cm.  The  thickened  wall  is  formed 
by  dense  interlacing  bundles  of  fibrous  tissue.  The  posterior  wall  of  the  bursa  is 
flat  or  slightly  hollowed;  the  anterior  bulges  prominently  forwards.  Its  interior 
is  very  irregular,  and  filled  with  a  tough  brownish  substance  in  which  are  numerous 
intervals,  making  it  coarsely  cancellated.  3558 
The  enlarged  bursa  was  remoyed  from  the  knee  of  a  woman  in  whom  it  had  been  noticed  for 
7  years. 

1073.  A  bursa  patella  greatly  thickened  by  chronic  inflamuiation.  The  enlarged 
bursa  is  about  the  size  of,  and  nearly  of  the  same  shape  as,  a  patella ;  posteriorly 
it  is  evenly  concave.  Its  thickened  wall  is  composed  of  close  fibrous  tissue,  and  its 
cavity  is  compressed  and  small.  The  interior  is  uneven,  and  small  imperfectly 
lobulated  growths  project  into  it,  the  growths  being  formed  of  fibrous  tissue  con- 
tinuous with  that  of  the  wall  of  the  sac. 

1074.  Thft  bursa  from  beneath  the  insertion  of  the  sartorius,  enlarged  and  much 
thickened,  like  some  of  those  shovvn  among  the  preceding  specimens,  the  central 
cavity  being  reduced  to  a  mere  cleft.  The  tissues  around  it  are  thickened, 
indurated,  and  adliereut.  Its  posterior  surface  is  slightly  concave  in  adaptation 
to  the  form  of  the  parts  on  which  it  rested.  457^ 

From  a  subject  brought  into  the  dissecting-room. 

1075.  A  bursa  patellae  removed  by  operation.  The  hiirsa  is  incre;)sed  in  size  and 
its  wall  is  slightly  thickened.  The  cavity  is  slightly  s  icciilated.  The  inner  surface 
of  the  bursa  is  faintly  velvety  and  presents  numerous  pi-ojectioiis  as  large  as  a 
pin's  head.  In  the  bottom  of  the  bottle  are  a  large  number  of  melon-seed  bodies 
which  occupied  the  interior  of  the  bur.ia. 

Microscopic  Structure. — The  wall  of  the  bursa  consists  of  dense  flbrous  tissue,  but  in  the  situitiou 
of  the  small  projections  above  described  the  tis.sue  is  looser  and  more  cellular.  There  is  no 
evidence  of  the  presence  of  tubercle.  One  of  the  melon-seed  bodies  examined  microscopically 
consists  entirely  of  a  fibrinous  material. 

1076.  Seven  out  of  fourteen  loose  bodies  which  were  taken  from  the  bursa  between 
the  semimembranosus  muscle  and  the  inner  head  of  the  gastrocnemius.  The  largest 
of  those  shown  is  about  20  mm.  long  and  about  12  mm.  broad;  the  others  are 
slightly  smaller.  All  of  them  are  deeply  lobed,  and  have  for  the  most  part  very 
uneven,  nodular,  or  tuberculated  surfaces.  They  are  very  firm,  cartilaginous- 
looking,  and  are  invested  with  a  thin  glistening  membrane.  Of  one  a  section  has 
been  made  ;  it  is  composed  of  dense  opaline,  homugeneous  cartilage,  the  central  part 
of  which  is  quite  opaque,  white,  and  soft,  probably  from  degeneration  ;  and  the 
peripheral  portion  of  the  mass  is  marked  with  streaks  of  a  similar  substance.  The 
loose  bodies  have  most  probably  §\-o\v\\  from  the  synovial  membrane,  from  which 
they  have  subsequently  become  detached.  4320 

The  bursa  was  much  enlarged,  3^  inches  long,  %  inch  broad  at  the  broadest  part,  of  an  hour- 
glass shape,  with  a  constriclioa  at  the  spot  where  the  temlons  ride  over  each  other  The 
upper  cavity  contained  four,  the  lower  ten  of  these  bodies:  they  cormnunicated  freely  one 
with  the  other,  but  were  otlierwise  quite  closed.  Their  internal  surface  was  quite  smooth 
The  knee-jomt  seemed  healthy.  The  loose  bodies  that  wore  examined  luicrosjopicallv 
were  found  to  consist  of  true  cartilage,  but  with  small  cells,  and  with  the  matrix  here  and 
there  flbrdlated  ;  on  the  outside  was  a  thin  layer  of  connective  tissue.  In  some  places 
calcareous  matter  had  been  deposited  in  the  cartilage.  The  outer  part  of  the  carnla<re 
just  beiieatii  the  connective-tissue  envelope,  seemed  especially  subject  to  this  ohan.'e  In' 
calTcyated  bone''''°^''^  ^^'^  '""'"^''''S"  vv.is  apparently  occupied  by  a  nodillo  of 
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iirjtnaTES  and  diseases  op  buhsje. 


1077.  Plaster  c-sist  of  the  outer  sulo  of  the  left  ankle,  showing  a  smooth  rounded 
swelling,  8  cm.  in  diameter,  caused  by  chronic  enlargement  of  the  bursa  over  the 
external  malleolus  ("tailor's  bursa"). 

From  a  man,  aged  40,  in  whom  a  swelling  over  each  external  raalleoltis  had  been  noticed  for  a 
year.    The  enlarged  burste  were  excised.    (Surg.  Reg.  Rep.  1881,  p.  t)4,  No.  788.) 

1078.  A  right  hip-bone  together  with  an  enlarged  bursa  which  lay  beneath  the  ilio- 
psoas muscle.  The  upper  and  longer  part  of  the  cyst,  which  lias  been  distended 
with  plaster  of  Paris,  is  ovoidal  in  shape,  measures  6-5  cm.  in  length,  and  reaches 
upwards^  to  the  centre  of  the  iliac  fossa.  The  lower  and  narrower  part  of  the 
cyst,  which  has  not  been  artificially  distended,  extends  downwards  between  the 
anterior  inferior  iliac  spine  and  the  ilio-pectineal  eminence  almost  to  the  margin 
of  the  acetabulum.    The  wall  of  the  bursa  is  thin. 

From  the  dissecting-room. 

1079.  Tw^o  small,  thick-walled  burste,  removed  by  operation  from  over  the  olecranon 
processes.  Each  bursa  contains  a  small  central  cavity,  which  is  lined  wiih  an 
irregular  fibrinous  layer.  7357 

From  a  man,  aged  42,  an  engine-driver.    The  enlarged  bursre  had  been  present  for  11  years. 
They  were  dissected  out.    (Mr.  Heath's  Case-books,  vol.  ii.  1895,  p.  404.) 


TUBEECULOUS  DISEASE  OF  BUBSiE. 

Tuberculous  disease  occurs  in  bursfe  in  two  forms  corresponding  with  the  two 
chief  varieties  of  tuberculous  disease  of  the  joints.  In  one  form  the  bursa  becomes 
filled  with  tuberculous  granulation-tissue,  which  softens  with  the  formation  of  a 
chronic  abscess.  In  the  other  form  the  wall  of  the  bursa  is  thickened  and  its  cavity 
is  distended  with  serous  effusion  containing  melon-seed  bodies.  Burs£e  communi- 
cating with  joints  may  be  affected  in  association  with  tuberculous  disease  beginning 
in  the  joint-cavity. 


Syphilitic  Disease  of  Btjrs^. 

Effusion  of  fluid  into  a  bursa  is  occasionally  met  with  during  the  secondary  period 
of  syphilis.  Much  more  comuionly  a  bursa  is  the  seat  of  a  yuinm_a,  which  may 
soften  and  be  followed  by  ulceration  of  the  overlying  skiiT.'^^limcally  a  gumma  of 
a  bursa  may,  before  it  has  softened,  resemble  a  simple  fibrous  thickening.  Gummata 
are  most  common  in  the  bursa  patellso  (1080). 

1080.  Half  a  bursa  patellse  which  is  Ihe  seat  of  a  softening  gumma.    The  vertical 
measurement  of  the  bursa  is  6  cm.  and  the  antero-posterior  4  cm.    The  outer 
surface  of  the  bursa  is  irregular  as  the  result  of  the  adhesion  to  it  of  the  thickened 
surrounding  tissues.    On  section  the  bursa  is  seen  to  be  solid.    In  a  central 
rounded  area  measuring  3  cm.  across  degeneration  has  occurred  with  the  formation 
of  homogeneous  yellowish  substance,  broken  up  by  irregular  cleft-like  spaces. 
Around  this  area  the  greatly  thickened  wall  of  the  bursa  presents  a  dense  strucjiure 
and  is  irregularly  intersected  with  fine  hues  of  white  fibrous  tissue.  7450 
Microscopically,  a  section  of  the  thickened  bursa  presents  a  connective  tissue  the  interstices  of 
which  are  densely  infiltrated  witli  small  round  cells.    Extensive  degeneration  has  occurred. 
Some  of  the  vessels  are  blocked  with  small  round  cells  and  others  are  thrombosed. 

From  a  married  woman,  aged  3l>.  A  swelling  over  each  knee  had  been  present  for  two 
years.  On  admission  there  was  a  solid  enlargement  of  the  right  bursa  patellre  as  large  as  an 
orange  ;  the  left  bursa  patella  was  less  enlarged,  the  overlying  skiu  was  reddened,  and  there 
was  a  sinus  discharging  thin  purulent  fluid.  Both  bursas  w-ere  excised,  'iho  one  preserved 
in  the  specimen  is  from  the  right  knee.    (Surg.  Reg.  Rep.  1888,  p.  10b,  JNo. 
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INJURIES  AND  DISEASES  OE  MUSCLES,  TENDONS,  AND 

TENDON-SHEATHS. 

Injuries  of  Muscles  and  Tendons. 

Muscles  and  tendons  are  occasionally  ruptured  or  torn  from  their  attachments  by 
muscular  action.  The  tendon  most  frequently  ruptured  m  this  way  is  the  tendo 
Achillis  (1082).  Tendons  may  also  be  torn  through  from  external  violence,  or 
divided  in  wounds.  When  a  limb  is  torn  off,  a  tendon  is  sometimes  dragged  away 
from  its  attachment  to  its  muscle,  usually  bringing  away  a  small  portion _  ot  the 
muscular  substance  with  it  (1084).  A  ruptured  or  divided  tendon  is  repaired  by 
dense  fibrous  tissue  if  the  ends  are  kept  within  a  short  distance  of  each  other. 

1081.  Part  of  the  upper  extremity  of  a  right  humerus  together  with  part  of  the 
biceps  muscle.  The  outer  belly  of  the  muscle  terminates,  at  a  distance  of  10  cm, 
above  the  tendon  of  insertion,  in  a  somewhat  irregular  truncated  extremity,  which 
is  covered  with  a  dense  fibrous  layer.  Erom  the  fibrous  layer  a  dense  tendon-like 
structure  13  cm.  in  length  is  continued  upwards  to  the  bicipital  groove,  to  both 
margins  of  which  it  is  firmly  attached  ;  the  tendon  itself  is  absent.  The  edges  of 
the  bicipital  groove  are  thickened  and  the  articular  cartilage  of  the  humerus 
rendered  in  parts  fibrous  by  rheumatoid  arthritis. 

It  is  probable  that  the  condition  of  the  muscle  resulted  from  rupture  of  the  outer  head. 

1082.  A  tendo  Achillis  with  the  posterior  part  of  the  os  calcis.  The  tendon  has 
been  ruptured  transversely  2-5  cm.  above  its  place  of  insertion.  The  ruptured 
ends  are  separated  by  a  distance  of  1-5  cm.,  and  are  tapering  and  smoothly 
rounded.    The  tendon  of  the  plantaris  muscle  is  intact.  1283 

From  the  dissecting-room. 

1083.  A  left  patella,  together  with  the  lower  part  of  the  quadriceps  extensor 
muscle  and  the  ligameutum  patellte.  Immediately  above  the  patella  the  tendon 
of  the  quadriceps  is  torn  transversely  so  as  to  leave  only  a  strip  about  1  cm.  broad 
attached  to  the  middle  of  the  upper  border  of  the  patella.  The  torn  parts  of  the 
tendon  are  separated  to  the  extent  of  about  1-5  cm.  The  cartilage  of  the  patella 
shows  changes  resulting  from  rheumatoid  arthritis.  r>(357 

From  a  man,  aged  74,  who  fell  down  thi-ee  steps  on  to  the  left  knee.  On  admission  there  was 
fluid  in  the  knee-joint  and  a  gap  in  the  vastus  externus,  2  fingers'  breadth  above  the  patella, 
allowing  the  finger  to  press  on  to  the  bone.  Ice  was  applied,  and  on  the  6tli  day  one  ounce 
of  blood-stained  fluid  drawn  from  the  knee.  Plaster  of  Paris  was  afterwards  applied.  Death 
occurred  from  heart  disease  about  a  month  after  the  accident.  (Surg.  Reg.  Rep.  1881,  p.  91, 
No.  377.) 

1084.  The  terminal  portion  of  a  thumb,  with  the  tendou  of  the  flexor  longus 
poUicis  and  some  of  the  muscular  substance.  3367 

From  a  boy,  aged  12.  The  parts  shown  were  torn  away  in  a  machinery  accident.  There  waa 
considerable  swelling  of  the  forearm  in  the  part  from  which  the  tendon  had  been  torn. 

1085.  The  terminal  portion  of  a  thumb,  which  was  torn  away  in  a  machinery 
accident.  The  tendon  of  the  flexor  longus  poUicis,  with  a  portion  of  the  substance 
of  the  muscle,  h.as  been  drawn  from  the  forearm,  and  remains  fixed  to  the  ungual 
phalanx,  near  which  it  is  partially  torn  through.  A  portion  of  the  digital  nerve 
of  one  side,  about  4  cm.  in  length,  has  also  been  torn  away  with  the  parts  shown 
in  the  specimen.  '  3605 
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Athophy  of  Muscles. 

Muscles  diminish  in  size  in  wasting  diseases.  Prolonged  want  of  use  causes  a 
gradual  diminution  in  size  of  the  individual  fibres,  while  at  the  same  time  fat  accu- 
mulates in  the  connective  tissues  between  the  fibres.  The  bulk  of  the  muscle  is  to 
a  great  extent  kept  up  by  this  accumulation  of  fat.  In  extreme  cases  the  muscular 
tissue  can  scarcely  be  recognised  by  the  naked  eye,  the  whole  muscle  resembling  a 
mass  of  adi]}ose  tissue,  w  hieh  has,  however,  a  somewhat  fibrous  appearance  from  the 
cells  being  arranged  in  lines  between  the  wasted  muscular  fibres  (1086).  If  the 
cause  of  the  inactivity  of  the  muscle  be  removed,  this  condition  may  be  com- 
pletely recovered  from.  This  condition  must  be  distinguished  from  true  fatty 
degeneration  ot  muscle,  that  is  to  say,  conversion  of  the  actual  muscular  tissue  into 
fat  granules.  This  change  is  not  common  in  the  voluntary  muscles,  though  it  is 
very  frequent  in  the  muscular  fibres  of  the  heart.  It  occurs  in  muscles  that  have 
long  suffered  from  infantile  paralysis,  in  progressive  muscular  atrophy,  in  acute 
phosphorus  poisoning,  and  in  the  decay  of  old  age.  Locally  it  is  seen  in  the 
immediate  neighbourhood  of  abscesses  and  malignant  tumours. 

1086.  Portion  of  a  gastrocnemius  muscle,  exhibiting  an  advanced  stage  of  fatty 
degeneraticin  of  the  muscular  tissue,  most  probably  owing  to  disuse ;  the  areolar 
and  tendinous  structures  are  unaltered  in  appearance.  The  proper  tissue  of  the 
muscle  has  completely  lost  its  natural  hue,  and  is  throughout  of  a  pale  yellow 
colour,  the  fascicular  arrangement  of  its  jiarts  alone  serving  as  an  indication  of 
the  previous  existence  of  muscular  substance.  2050 

1087.  The  lower  part  of  a  gastrocnemius  muscle  in  which  a  complete  con\ersion  of 
the  proper  muscular  substance  into  fat  has  taken  place,  the  arrangement  and 
form  of  the  muscular  fasciculi  alone  remaining.  The  tendinous  structures  are 
unaltered.  628-i 

From  a  siiVject  brought  into  the  dissecting-room. 

1088.  Part  of  the  integument  of  an  arm  w  ith  portions  of  the  subjacent  muscles, 
the  liitter  being  in  an  ad\anced  stage  of  fatty  degeneration.  At  the  lower  part 
of  the  back  of  the  specimen  some  muscular  fibres,  sharply  defined,  bright  and  not 
ob\iously  altered  from  health,  traverse  the  fatty  mass,  which  has  resulted  from 
the  degeneration  of  the  rest  of  the  muscular  tissue.  In  the  degenerated  portions 
scarcely  any  trace  of  a  fascicular  arrangement  exists,  and  the  muscular  fibres  have 
probably  disappeared  after  having  undergone  fatty  degeneration,  their  place  being 
taken  by  natural  adipose  tissue  formed  between  them.  The  skin  is  considerably 
increased  in  thickness.    The  subcutaneous  fat  is  in  full  amount. 

FroTn  a  patient  in  whom  the  arm  was  paralysed. 


HjEMOMiHAGB  INTO  MuSCLES. 

Hemorrhage  into  a  muscle  may  be^  traumatic,  and  is  then  probably  always 
.issociated  with  rupture  of  some  of  the  iibres.  Jt  also  occurs  in  scurvy  (1089),  and 
is  sometimes  the  result  of  the  spontaneous  rupture  of  a  muscle,  caused  by  the 
hyaline  degeneration  which  is  met  with  in  typhoid  fever  and  other  febrile  conditions 

(1091)-         Al^  ^  . 

1089.  A  narrow  strip  of  skin,  with  a  slice  of  the  subjacent  muscles,  illustrating  the 
hscmorrhiiges  which  occur  in  the  subcutaneous  tissue  and  intermuscular  planes  in 
scurvy.  Upon  that  surface  of  the  muscular  tissue  which  is  beneath  tlie  sub- 
cutaneous fascia  there  is  a  pale  biownisli  coaguluui,  which  forms  u  layer  in  the 


AX.'UXE  INFLAMMATION  OF  MUSCLES. 


lower  part,  of  the  specimen  about  2  mm.  in  thickness  ;  at  the  upper  part  the 
coZnlZ  is  much  thicker,  and  hes  on  the  surface  of  the  tendinous  structures  from 
wS  the  muscular  fibres  arise.  Situated  about  1  cm.  mcr3  deeply,  and  aj.pa- 
rently  between  the  opposed  surfaces  of  two  separate  muscles,  is  a  second  layer  ot 
coagulated  blood,  about  3  mm.  in  thickness. 
From  a  sailor  who  suffered  severely  from  scurvy. 

1090  Portion  of  some  large  muscle  in  which  blood  has  been  effused  as  a  result  of 
scurvy  No  muscular  fibres  are  discernible  in  the  coa-ulum,  but  the  niai^nn  ot 
the  effusion  is,  in  parts,  irregular,  as  though  the  effused  blood  had  passed  for  a 
short  way  between  the  fasciculi.  In  the  central  portion  of  the  clot  are  scattered 
blackish-brown  points,  probably  collections  of  hajmatoidin.  i^J+i 

From  a  sailor  who  suffered  from  scurvy. 

1091  Part  of  a  rectus  abdominis  muscle  into  which  an  extensive  extravasation  of 
blood  has  occurred.  The  sheath  has  been  in  part  reflected  from  the  anterior 
surface  of  the  muscle  in  order  to  expose  a  thin  layer  of  blood  superficial  to  tlie 
muscular  tissue.  The  section  through  the  muscle  exposes  another  deeply-seated 
extravasation  in  the  substance  of  the  muscular  tissue.  The  extravasation,  which 
measures  2  by  3-5  cm.,  forms  a  prominent  bulging  on  the  posterior  surface  ot  the 
muscle,  but  is  separated  from  the  anterior  surface  by  a  layer  of  unaltjred  muscular 
tissue. 

From  a  man,  aged  42,  who  was  admitted  into  U.  C.  H.  under  the  care  of  Dr.  Roberts  iu 
November  1888,  on  the  Vlth  day  of  typhoid  fever.  Death  occurred  13  days  alter  :.dmission, 
in  the  typhoid  state.  Thsre  were  luicmorrhages  into  one  i>f  tlie  rectus  muscles  and  mto  other 
parts  of  the  abdominal  wall.    (Medical  Case-books,  vol.  387,  p.  292.) 


Acute  Inflammation  of  Muscles. 

Acute  myositis  is  rare,  if  we  exclude  the  inflammation  of  muscular  tissue  which 
may  occur  in  the  neighbourhood  of  foci  of  acute  suppuration.  It  is  sometiuies  met 
with  as  a  manifestation  of  acute  rheuuiatism,  and  is  an  occasional  complication  of 
the  acute  infective  diseases.    Pyteinic  abcesses  sometiuies  occur  in  the  muscles. 

1092.  The  left  biceps  muscle  from  a  case  of  glanders.  Close  beneath  the  anterior 
surface  of  the  outer  belly,  and  slightly  above  its  middle,  is  an  elliptical  abscess- 
cavity  measuring  about  3*5  cm.  in  length. 

From  a  man,  aged  23,  a  coal-heaver,  who  was  admitted  into  U.  0.  H.,  under  the  care  of 
Dr.  Poore,  March  24,  189L).  On  March  17  pitieut  took  to  his  bed  ou  account  of  weakness 
and  shooting  pains  all  over  the  body.  On  March  19  there  was  cough  with  slight  pain  in  the 
left  side  of  the  chest,  shortness  of  breath,  and  loss  of  appetite  ;  the  tongue  was  dry  and  furred. 
Two  horses  iu  his  employer's  stables  had  recently  died  —one  died  from  "  blood-poisoning,"  and 
the  other  was  kiUed  for'"  farcy."  The  patient's  most  prominent  symptoms  were  high  fever 
(103°-105°),  severe  pains  in  the  hmbs,  tender  inflammatory  nodules,  chiefly  in  the  upper  and 
lower  limbs,  a  subcutaneous  abscess  on  the  posterior  aspect  of  the  right  arm,  papules  aud 
pustules  on  the  face,  with  erysipelatous  swelling,  especially  of  the  left  cheek.  There  was 
excoriation  of  the  anterior  nares  and  a  purulent  discharge  from  the  right  nostril;  tVictinn 
was  present  in  the  left  side  of  the  chest.  Patient  became  delirious  and  passed  into  a  typhoid 
slate,  death  occurring  on  the  seventh  day  after  admission. 

P.M. — Fluid  and  recent  lymph  in  left  pleural  cavity,  small  hard  nodules  as  large  as  peas 
beneath  visceral  pleura  of  both  lungs,  and  numerous  subpleural  petechias ;  each  nodule  was  solt 
and  yellow  in  the  centre,  and  surrounded  with  a  dark  htcmorrhagic  zone.  There  were  subperi- 
cardial  petechiaa,  but  no  pericarditis.  Tliere  were  two  small  nodules  beneath  the  mucous 
membrane  of  the  intestine,  one  in  the  duodenum  and  the  other  iu  the  lower  ileum.  There 
was  commencing  ulceration  in  the  upper  part  of  the  large  intestine.  The  spleen  and  kidneys 
wore  normal.  The  subcutaneous  nodules  were  all  situaied  in  the  superficial  part  of  the  nui^cles. 
There  was  excess  of  turbid  fluid  containing  pua-cells  in  both  knee-joints.  The  bruin  was  healt.hy. 
There  was  slougliy  ulceration  of  the  palate  as  well  as  of  the  nnsal  cavity  and  the  posterior  surface 
of  the  epigh)t,tis.  Glanders  bacilli  were  present  in  the  pus  of  the  abscesses  and  in  llie  fluid  <if 
the  knee-joints.  The  pure  culture  obtained  ou  potatoe  had  the  appearance  of  half-melted 
yellow  butter.    (Dr.  Poore's  Cnse-ljoohs,  1890,  Males,  vol.  i.  )).  IGf).) 
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Ossification  op  Muscles  and  Tendons. 

Localized  formations  of  bone  in  the  substance  of  a  muscle  or  tendon  are  not  very 
uncommon  and  sometimes  result  from  frequently  repeated  slight  iiiiuries.  The  bonv 
mass  may  be  unattached  (1095)  or  may  appear  as  an  outgrowth  from  a  bone  in 
the  substance  of  a  tendon  (1099). 

A  more  diffuse  formation  of  bone  in  the  muscles  is  occasionally  met  with,  consti- 
tuting the  rare  condition  known  as  najositis  ossificans.  The  deposit  of  bone  in  these 
cases  usually  occurs  in  the  first  instance  in  some  of  the  muscles  of  the  back,  but  in 
the  later  stages  of  the  disease  many  of  the  muscles  of  the  trunk  and  limbs  may  be 
a&ected.  The  ossification  takes  place  in  the  interstitial  tissue  of  the  muscle,  and 
appears  to  be  the  result  of  an  inflammatory  process  the  causation  of  which  is  not 
understood. 

1093.  An  irregular  plate  of  bone,  measuring  4-5  cm.  in  length,  removed  by  opera- 
tion from  the  substance  of  the  brachialis  anticus  muscle.  One  border  of  the  plate 
is  straight,  whilst  the  opposite  border  is  irregular  and  marked  at  its  upper  end  by 
two  sharply  pointed  processes.  At  its  lower  extremity  the  plate  of  bone 
termiuates  in  two  stout  facetted  processes,  which  articulated  with  the  coronoid 
process  of  the  ulna  and  the  humerus.  G694 

Prom  a  man,  aged  58,  in  whom  a  bard  lump  in  front  of  the  left  elbow-joint  had  been  noticed 
for  8  months.  It  slonly  increased  in  size,  and  caused  pain  and  interference  with  flexion  of 
the  joint.    (Surg.  Eeg.  'Rep.  1891,  p.  175.) 

1094.  The  pubic  portion  of  a  pelvis.  Springing  from  the  back  of  the  body  of  the 
right  pubic  bone  is  an  irregular  ridged  and  pointed  mass  of  osseous  substance, 
which  has  grown  half  round  the  lower  end  of  the  rectus  muscle,  and  stands  2-5 
cm.  above  the  upper  border  of  the  bone.  3227 

1095.  A  thin  fusiform  plate  of  bone,  10-5  cm.  in  length,  removed  from  the 
adductor  muscles  of  the  thigh.  5438 

Prom  the  dissecting-room.    The  bone  was  unconnected  with  the  femur, 

1096.  A  right  clavicle,  from  the  anterior  border  of  which,  nearly  2  cm.  from  its 
acromial  end,  a  flattened,  pointed  process  of  bone  has  grown  into  the  deltoid 
muscle ;  in  structure  it  is  every  way  similar  to  the  adjoining  part  of  the  clavicle 
itself.  3072 

1097.  A  left  humerus,  upon  the  outer  surface  of  which,  near  its  middle,  is  a  low 
involuted  ledge  of  bone,  placed  obliquely  across  the  length  of  the  shaft,  and 
corresponding  with  the  lower  limit  of  the  insertion  of  the  deltoid  muscle.  2979 

1098.  The  upper  end  of  a  right  femur.  Troin  the  upper  margin  of  the  great 
trochanter  there  has  gro\\n  out,  probably  into  the  substance  of  the  gluteus 
medius,  an  irregular,  pyramidal,  bony  mass,  the  apex  of  which  slightly  overtops 
the  head  of  the  bone.  3187 

1099.  The  upper  third  of  a  right  femur,  upon  the  front  and  lower  part  of  the  small 
trochanter  of  which,  and  pointing  directly  forwards,  ia  a  long  tapering  bony  out- 
growth, formed  in  the  ilio-psoas  muscle.  5002 

1100.  A  right  femur,  in  which  there  is  attached  to  the  lower  part  of  the  liuea 
aspera  a  prominent  plate-like  outgrowth  of  bone,  2-5  cm.  in  length  along  its  base, 
and  formed  in  the  tendinous  and  muscular  planes  affixed  to  it.  1218 
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1101  A  right  fe.nur  in  wliich  a  plate  of  bone  very  si.mlar  to  that  ia  the  preceding 
.Md:.in,pn  snrin-s  from  the  linea  aspera  above  the  middle  ot  its  length.  1218 


specimen  springs  from  the  linea  aspera 

Tuberculous  Disease  of  Muscles. 

Primary  tuberculous  disease  of  muscle  is  very  rarely  met  with,  and  in  nearly  all 
instances  in  which  a  chronic  tuberculous  abscess  occupies  the  substance  ot  a 
muscle  the  primary  tuberculous  focus  is  in  an  adjacent  bone.  Ihus  oce  ot  the 
commonest  examples  of  tuberculous  abscess  of  a  muscle  is  the  psoas  abscess 
resulting  from  tuberculous  disease  of  the  spinal  column  (495). 


Syphilitic  Disease  of  Muscles. 

In  the  later  stages  of  syphilis  the  muscles,  like  many  other  organs,  may  be  the 
seat  of  a  diffuse  interstitial  inflammation  causing  sclerosis  of  the  muscle,  or  ot  a 
locahzed  gumma  (1102).  Of  these  two  conditions  the  latter  is  by  far  the  more  common, 
and  in  fact  a  gumma  is  more  common  than  any  other  form  of  neoplasm  found 
in  muscular  tissue.  A  gumma  of  muscle  not  unfrequently  involves  not  only  the 
muscular  or  tendinous  tissue,  but  also  the  periosteum  at  the  seat  of  attachment. 

1102.  Part  of  the  inner  half  of  a  right  gastrocnemius  muscle.  The  vertical 
section  passes  through  the  middle  of  a  gumma  in  the  substance  of  the  muscle. 
The  gumma  had  the  size  and  shape  of  a  small  patella,  and  involves  the  whole 
thickness  of  the  fleshy  part  of  the  muscle,  the  thick  aponeurosis  on  the  anterior 
surface  beuig  unaffected.  The  gumma  produces  a  distinct  swelling  on  the 
superficial  surface  of  the  muscle;  its  upper  and  lower  limits  are  fairly  well 
defined,  and  the  adjacent  muscular  fibres  are  seen  to  be  intimately  connected 
with  it.  The  cut  surface  of  the  gumma  presents  a  structureless  yellowish 
appearance,  with  small  areas  of  softening. 

From  a  man,  aged  38,  who  was  admitted  into  TJ.  C.  H.,  under  the  care  of  Mr.  Berkeley  Hill,  in 
December  1888.  He  had  syphilis  16  years  previously.  He  was  admitted  into  the  Hospital 
for  the  treatment  of  urethral  fistulas.  A  few  weeks  after  admission  an  attack  of  vomiting 
with  severe  abdominal  pain  occurred,  and  the  patient  died  collapsed.  The  peritoneum  con- 
tained 2  pints  of  blood-stained  fluid,  and  behind  the  stomach  there  was  a  large  cavity  lined 
with  adherent  decolorized  clot  and  containing  fluid  and  coagulated  blood.  The  source  of  the 
litcmorrhiige  could  not  be  found.  The  liver  contained  large  numbers  of  gummata,  and  is 
preserved  in  the  Medical  Series.    (Surg.  Eeg.  Eep.  1888,  p.  15,  No.  2339.) 


TuMouBS  OF  Muscles. 

Primary  tumours  of  muscle  are  rare  and  are  necessarily  of  the  connective- 
tissue  type.  Among  the  simple  tumours  of  muscles  are  fibroma  (1103),  enchon- 
droma  (1106),  angioma  (1105),  and  lipoma.  The  only  malignant  tumour  occurring 
primarily  in  the  muscles  is  sarcoma,  usually  of  the  round-cell  or  spindle-cell  variety 
(1109,  1110). 

The  direct  invasion  of  muscular  tissue  by  a  malignant  growth,  sarcomatous  or 
carcinomatous,  beginning  in  the  neighbourhood  is  not  uncommon  ;  as  examples  may 
be  mentioned  the  invasion  of  the  pectoral  muscles  by  a  carcinoma  of  the  breast  and 
of  tlie  thigh-muscles  by  a  sarcoma  of  the  femur.  On  the  other  hand,  secondary 
deposits  of  sarcoma  or  carcinoma  in  the  muscles  are  rare. 


1103.  Portion  of  some  large  mus-le,  seated  on  the  surface  of  which  there  is  a  small 
flattened  oval  mass  of  earthy  matter  or  bone,  formed  probably  as  the  result  of 
calcification  or  ossification  of  a  small  fibrous  tumour.  3834 
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1104.  Portion  of  some  muscle  in  the  sheatli  of  wliich  is  a  small  flalteuecl  mass  of 
calcareous  substance  ;  it  is  unconnected  with  the  muscle  itself.  3839 

1105.  A  cavernous  naevus  removed  from  the  semimembranosus  muscle.  The  tumour 
has  been  laid  open  by  an  incision  through  its  middle.  It  is  oval  in  form  and 
measures  6  cm.  by  4  cm.  It  is  completely  surrounded  by  the  fibres  of  the  muscle 
in  which  it  is  situated.  The  outhne  of  the  tumour  is  clearly  defined,  but  tliere  is 
no  distinct  capsule  and  the  growth  cannot  be  separated  from  the  muscular  fibres. 
The  section  shows  a  beautiful  cavernous  structure  resembHng  that  of  the  corpus 
caveruosum  penis,  but  the  meshwork  is  somewhat  coarser.  The  spaces  freely 
communicate  like  those  of  a  sponge  and  are  lined  by  a  smooth  membrane.  336U 

1106.  An  enchondromatous  tumour,  removed  from  the  vastus  externus  muscle.  The 
tumour  approaches  to  an  oval  form,  and  is  about  5  cm.  long  and  3  cm.  in  breadth  ; 
its  surface  is  uneven  and  nodulated.  The  growth  is  composed  of  firm  opaUiie 
cartilage,  abundantly  traversed  by  curling  lines  of  glistening  fibrous  tissue. 
In  several  spots  nodules  of  bone,  with  well-marked  cancellous  spaces,  have  been 
formed  ;  some  of  these  lie  immediately  beneath  the  surface,  others  in  the  central 
part  of  the  mass.  In  the  upper  part  of  the  tumour  is  a  flattened  irregular  cavity, 
due  apparently  to  softening  of  a  portiou  of  the  growth ;  the  walls  of  this  space 
are  soft  and  shreddy.  3729 

From  a  boy,  15  years  of  age,  in  whom  the  tumour  was  first  noticed  two  months  after  a  blow. 
When  admitted  to  the  hospital  under  the  care  of  Mr.  Liston,  about  three  jenrs  after  the 
injury,  the  tumour  was  as  large  as  an  orange,  and  situated  in  the  extensor  muscle  two  or 
three  fingers'  breadth  above  the  right  patella.  It  was  quite  movable,  slipping  beixiitli  tlie 
vastus  externus  when  the  knee  was  bent,  and  ascending  wben  the  limb  was  straightei  ed. 

On  an  incision  being  ujade  over  the  tumour  in  the  clirecli(m  of  the  fibres  of  the  vastus 
externus  the  growth  was  readily  removed,  being  attached  only  by  a  small  pedicle  and  some 
vessels. 

1107.  Portion  of  the  pronator  radii  teres  muscle,  in  connection  with  which  a  small 
oval  tumour  has  grown.  The  tumour  is  but  loosely  connected  with  the  parts  in 
which  it  lies,  and  is  composed  of  a  firm  almost  homogeneous  substance.  412 

Microscopic  Structure. — The  specimen  is  a  fibro-sarcoma.  It  consists  of  fibi-ous  tissue  con- 
taining collections  of  small  round  cells. 

The  specimen  was  obtained  from  the  dissecting-room. 

1108.  A  right  scapula  in  vertical  section  and  the  outer  part  of  the  clavicle,  together 
with  the  neighbouring  muscles,  and  a  large  tumour  invading  them.  Superiorly 
the  tumour  forms  a  large  mass  projecting  upwards  behind  the  clavicle  for  a 
distance  of  6  cm.  above  the  superior  border  of  the  scapula ;  posteriorly  the 
growth  extends  downwards  to  within  2  cm.  of  the  spine ;  internally  it  is  limited 
by  a  line  continuing  upwards  the  vertebral  border;   anteriorly  the  growth 

•  extends  downwards  as  far  as  the  inferior  angle  of  the  scapula;  externally  it 
appears  as  a  prominent  mass  beneath  the  clavicle  and  extending  m  front  of  and 
below  the  glenoid  cavity,  and  along  the  whole  length  of  the  axillary  border; 
in  a  deep  groove  on  this  part  of  the  growth  the  dorsal  scapular  artery  winds 
backwards.  The  tumour  is  firm  in  texture  and  its  surface  is,  in  parts,  smooth 
and  lobulated.  The  section  of  the  specimen  shows  that  in  its  upper  part  the 
growth  involves  the  substance  of  the  supraspinatus  and  subscapulans  muscles, 
being  continuous  over  the  upper  border  of  the  scapula,  the  outhne  of  which 
however,  appears  to  be  normal.  From  this  upper  mass  of  the  growt^h  a  tinn 
layer  is  continued  downwards  on  the  surface  of  the  subscapu  aris  and  is  con- 
tinuous with  a  mass  of  growth,  1-5  cm.  in  thickness,  lying  on  ^l^e  ventral  surface 
of  the  inferior  angle.  The  other  muscles  involved  are  the  serratus  '""g'?"^'  ^ 
latissimus  dorsi,  teres  major,  and  the  levator  anguh  scapute.  The  clam^e  .ind 
the  shoulder-joint  are  unaffected.  The  cut  surface  of  the  tumour  itself  sho\.  s  it 
to  be  composed  largely  of  wavy  intersecting  bundles  of  dense  fibrous  tissue. 
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Mwroscopic  Structure.— tumour  is  a  fibro-sarcoma,  and  consists  of  wavy  bundles  of  fibrous 
tissue  mixed  with  intersecting  fasciculi  of  spindle-shiiped  cells.  The  blood-vessels  are  small 
and  scanty. 

From  a  man,  aged  22,  who  was  under  the  care  of  Mr.  Heath  in  April  1877,  when  a  tumour 
was  removed  from  the  front  of  the  right  shoulder  ;  it  involved  the  pectoralis  major  muscle. 
The  disease  recurred  about  the  scapula,  which  was  removed  in  February  1879.  The  patient 
died  36  hours  after  the  operation. 

1109.  A  section  of  the  calf-muscles,  together  with  a  sarcoma  growing  in  the 
substance  of  the  gastrocnemius.  The  tumour  forms  an  oval  mass,  13  cm.  in 
length  and  6  cm.  from  before  back  at  its  centre.  In  its  lower  part  the  tumour 
is  limited  on  its  deep  surface  by  the  aponeurosis  of  the  deep  surface  of  the 
gastrocnemius,  part  of  the  muscular  substance  of  which  still  remains  at  the  upper 
part  of  the  growth.  The  superficial  surface  of  the  tumour  is,  in  parts,  still 
covered  by  the  fibrous  sheath  of  the  muscle,  but  in  other  parts  it  has  extended 
beyond  the  limits  of  the  muscle  into  the  surrounding  fat.  The  tumour  is 
composed  of  a  soft  friable  substance,  intersected  with  delicate  bands  of  connective 
tissue.  The  cut  surface  presents  a  mottled  appearance,  resulting  from  extra- 
vasation of  blood  into  the  substance  of  the  growth.  8257 

Microscopic  Structure.  —Thu  growth  is  a  small  round-cell  sarcoma. 

Frqm  a  girl,  aged  15,  who  noticed  a  lump  in  the  calf  of  the  i-ight  leg  "before  Christmas, 
1897.  In  February  1898  a  tumour  as  large  as  a  plover's  egg  was  removed  with  some  of 
the  surrounding  muscle  from  the  gastrocnemius.  At  the  beginning  of  April  the  whole  calf 
began  to  swell  rapidly,  and  when  the  patient  was  admitted  into  U.  C.  H.  on  April  20  there 
was  a  very  extensive  recurrent  growth.  Amputation  was  j)erformed  by  Mr.  Eaymond  Johnson 
th  rough  the  lowei*  third  of  the  thigh.  On  September  12  the  patient  was  suffering  from 
shortness  of  breath,  and  the  temperature  was  102°.  The  left  side  of  the  chest  was  dull 
throughout,  and  two  pints  of  blood-stained  fluid  were  removed  by  aspiration.  (Mr.  Godlee's 
Case-books,  1898,  vol.  ii.  p.  264.) 

1110.  A  left  temporal  muscle,  together  with  part  of  the  malar  bone  and  zygomatic 
process  of  the  temporal  bone,  removed  by  operation.  The  outer  surface  of  the 
muscle,  covered  by  the  temporal  fascia,  shows  no  sign  of  disease.  The  deep  part 
of  the  muscle  is  the  seat  of  a  tumour  which  is  infiltrating  the  muscular  tissue,  the 
fibres  of  which  can  be  readily  traced  in  the  tumour  on  the  surface  of  the  section. 
On  oue_ surface  of  the  section  which  has  been  made  into  the  tumour  two  small 
areas  of  dark  pigmentation  are  seen.  7520 

Microscopic  Structure.-The  growth  infiltrates  the  muscular  tissue.  It  consists  of  closely 
packed  tubu  ar  spaces  in  many  parts  convoluted  and  filled  with  small  spheroidal  cells, 
in  some  of  the  spaces  a  distinct  lumen  is  present,  and  the  cells  are  arranged  concentrically 
m  several  layer.s.    The  structure  is  that  of  an  endothelioma 

<,  Jwfi  '•^"'o^^fl  .by  Mr.  Horsley  from  a  man,  aged  60.    It  was  of  6  or  8  months- 

growth.  The  patient  died  insane  2^  years  after  the  operation.  There  was  no  evidence  of 
local  recurrence.    No  post  mortem  examination  was  made. 

Pakasitjes  in  Muscles. 

Three  forms  of  parasites  are  found  in  the  muscles  of  the  human  subject:— 
(l)Cyst]cercus  eel  ulosa9  ;  (2)  Echinococcus  ;  and  (3)  Trichina  spiralis. 

Cysticercus  cellulosm  is  rare  in  the  human  subject.  It  is  the  hydatid  form  of 
Taetiia  solium  ;  ,t  presents  to  the  naked  eye  the  appearance  of  a  small  transmrent 

fSbold  'Th?  '^'^  «^^Pea      that  of  a  small  kiJneyran" 

(Cobbold).    The  cysticercus  is  surrounded  by  a  delicate  cyst  of  fibrous  tissue 

AWunococcus  (the  ordinary  "  Hydatid  Cyst")  is  occasionally  found  in  the  inter 
muscular  spaces.    It  is  the  hydatid  form  of  the  Taenia  Echinococcus     It  forms  a 
cyst  sometimes  reachmg  the  size  of  a  fa3tal  head     Tho  wnll  nP  fi,!  f      torms  a 
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Trichina  spiralis  is  peculiar  to  the  muscles     Tt,  nnnf-n-a       c.vw.n  i  i 

spots,  oval  iu  form,  th J  long  axis  of  the^ovd  ^r^^^lZJ^^^n^ZZ'^:^ 
Microscopic  exaunnat.on  shows  that  each  small  dot  is  due  to  thJ^Z^e^^^ 
minute  worm  001  ed  >ip  ni  a  cyst,  the  wall  of  which  has  beco.ue  in^^egna  with 
lime-sa  ts  The  tnchina  enters  the  body  through  the  intestine  in  ^onSque  ce  of 
the  individual  eating  pork  containing  the  pai-asite.  The  worms  multiply  in  the 
in  estines,  and  afterwards  perforate  the  walls  of  the  gut  and  find  the  i-  av  to  the 
vohxntary  muscles,  where  they  become  encysted,  as  sefn  in  tl  s"l  m' "r's  ri 

br^f  "^T""^  -^^  ?f '^^^^^       i'*^  ^^^'-"^^  ^^^-^-^        ^oiel  to  the  muscJ 

but  it  the  patient  survive  this  stage  of  the  disease  he  recovers  perfectly.    In  the 

encysted  stage  the  parasite  is  harmless  (1114).  .  ^  ^ 

V  1111.  ^.  portion  of  muscle  in  which  is  situated  a  Cysticereus  cellulosce  The 
adventitious  cyst,  which  consists  of  delicate  fibrous  tissue  surrounding  the  parasite 
Jias  been  laid  open  ;  it  is  oval  in  shape  and  measures  18  by  12  mm.  Within  this 
lies  the  parasitic  cyst  itself  ;  it  has  been  laid  open,  and  consists  of  an  extremely 
clehcate  transparent  membrane,  which  is  partly  folded  upon  itself.  Within  the 
upper  part  of  the  parasitic  cyst  is  seen  the  tasnia  head,  which  is  formed  as  an 
invagination  m  the  cyst  wall.  2670 

The  specimen,  which  was  presented  by  Dr.  Sharpey,  was  exammed  by  Dr.  Cobbold. 

1112.  A  hydatid  cyst  removed  from  the  biceps  muscle.  The  cyst,  which  has  been 
everted,  appears  to  have  measured  about  4  cm.  in  diameter,  and  has  a  thin,  yet 
tough,  connective-tissue  wall.  Its  interior  is  smooth,  but  in  places  marked  « ith 
streaks  and  patches  of  opaque  brownish  yello  .v.  5052 

1113.  A  hydatid  cyst,  which  was  removed  from  the  muscles  of  the  back  of  the 
neck  in  which  it  lay  encapsuled.  In  the  empty  state  it  measures  about  8  cm. 
in  diameter.  Its  wall  is  formed  by  a  structureless  semitransparent  substance, 
like  coagulated  albumen,  and  readily  separable  into  layers.  The  wall  is  in  great 
part  opaque  and  white,  perhaps  from  commencing  degeneration.  5207 

From  a  lad,_  18  years  of  age.  Suppuration  had  taken  place  in  the  cyst;  the  surrounding 
muscular  tissue  was  much  condensed  and  infiltrated  with  gelatinous  matter  ;  no  hydatid 
remains  were  found  in  this  part,  however,  and  the  changes  appeared  to  be  merely  the  result 
of  inflammation,    (Sir  J.  Erichsen's  Case-books,  Males,  Jan.  18G6.) 

1114.  Portions  of  the  sterno-hyoid  and  digastric  muscles,  in  the  fibres  of  which, 
and  lying  parallel  with  them,  are  numerous  minute  fusiform,  opaque,  white 
bodies  formed  by  the  capsules  enclosing  Tricldyim  spirales.  The  bodies  are  of 
almost  uniform  size,  and  about  half  a  millimetre  in  length. 

From  a  dissecting-room  subject.  All  the  muscles  of  the  body  were  similarly  affected.  The 
disease  was  not  recognized  during  life. 


115.  Part  of  a  biceps  muscle,  within  the  substance  of  which  are  very  large 
numbers  of  minute  fusiform  bodies  exactly  similar  to  those  in  the  last  specimen  ; 
they  are  the  capsules  enclosing  Trichince  spirales.  7384 

From  a  woman,  aged  39,  who  for  3  years  had  suffered  from  attacks  of  vomiting,  with  gradual 
emaciation.  On  admission  into  U.  C.  IT.  she  was  suffering  from  abdominal  pain  in  the 
region  of  the  umbilicus;  the  stomach  was  dilated  ;  the  vomit  and  the  motions  contained 
altered  blood.  Death  occurred  on  the  8th  day.  There  was  an  infdtrnting  growth  in  the 
pyloric  end  of  the  stomach,  and  the  lymphatic  glands  in  the  neighbourhood  were  enlarged. 
Trichinas  were  found  in  large  numbers  in  the  muscles,  especially  those  of  the  upper  limba  and 
thoracic  wall.  (Dr.  Bastian's  Case-bookn,  Females,  1895,  p.  295.) 
The  stomach  is  preserved  in  the  Medical  Series. 
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Diseases  of  Ten  doit-Sheaths. 

Acute  Tenos)/novitis—Simp]e  acute  inflammation  of  a  tendon-sheath  may  result 
from  over-use"  of  a  part  or  may  be  a  manifestation  of  acute  rheumatism.  Acute 
suppuration  may  follow  infection  of  the  sheath  from  a  septic  wound  or  neighbouring 
focus  of  suppuration  ;  it  sometimes  results  in  sloughing  of  the  tendpn. 

Chronic  Tenosynovitis  is  most  commonly  tuberculous.  It  occurs  in  two  forms  :  in 
one  the  sheath  becomes  distended  with  tuberculous  granulation-tissue,  wliich  usually 
results  in  a  chronic  abscess ;  in  the  other  form  the  thickened  sheath  is  distended 
with  fluid  containing  melon-seed  bodies.  The  latter  variety  is  most  common  iu  the 
sheath  of  the  flexor  tendons  beneath  the  anterior  annular  ligament  of  the  wrist 
(1118,  1119). 

1116.  Pieces  of  three  tendons  injected,  the  sheaths  of  which  have  been  inflamed. 
In  each  the  vessels  of  the  sheaths  are  more  evident  than  natural,  and  the  connective 
tissue  forming  the  sheath  is  opaque,  thickened,  and  solid  from  inflammatory 
effusion  into  it,  so  as  to  render  the  tendons  in  the  uninjected  parts  white  and 
lustreless.  From  the  lower  end  of  the  middle  of  the  pieces  the  thickened  sheath 
has  been  removed  so  as  to  expose  the  tendon  itself,  the  fibres  of  which  are  distinct 
and  unaltered  in  appearance.  396 

1117.  -A-  right  hand,  together  with  the  lower  part  of  the  forearm,  dissected.  The 
distended  sheaths  of  the  flexor  tendons  beneath  the  anterior  annular  ligament 
have  been  injected  with  plaster  of  Paris.  The  distended  sheath  of  the  flexors  of  the 
fingers  projects  forwards  between  the  inner  and  outer  tendons  of  the  flexor  sublimis, 
and  extends  4  cm.  above  the  upper  border  of  the  anterior  annular  ligament, 
apjiearing  on  the  inner  side  between  the  profundus  digitorum  and  the  ulna. 
Below  the  annular  ligament  the  injected  sheath  extends  into  the  palm  for  a 
distance  of  2  cm.  The  separate  sheath  of  the  flexor  longus  pollicis  has  also 
been  distended.  It  appears  between  the  tendons  of  the  flexoi-  carpi  radialis 
and  the  flexor  sublimis  digitorum,  and  has  the  median  nerve  lying  on  its  anterior 
surface.  At  the  lower  border  of  the  annular  ligament  the  tendon  of  the  flexor 
longus  pollicis  has  been  divided  in  order  to  expose  the  prolongation  of  its  sheath 
on  to  the  thumb  ;  this  part  of  the  sheath  also  is  distended  and  thickened,  and  its 
inner  surface  covered  with  inflammatory  exudation.  The  sheaths  of  the  flexor 
tendons  of  the  four  inner  digits  have  also  been  opened  ;  that  of  the  ring-finger  is 
lined  with  a  brownish  layer  of  inflammatory  exudation  or  granulation  tissue. 

1118.  A  collection  of  loose  bodies  from  the  synovial  sheath  in  front  of  the  wrist. 
They  are  of  various  forms,  some  regularly  oval,  but  most  of  them  variously 
flattened  and  polvbedral  ;  the  largest  is  about  1  cm.  in  its  longest  measurement. 
They  are  of  a  dull  buff  colour,  and  formed  of  a  friable  homogeneous  material 
Some  have  been  broken  into  layers,  and  it  is  probable  that  they  have  all  a  lami- 
nated construction.  Microscopically  they  are  composed  of  a  closely  felted  basis 
substance  through  which  are  scattered  brownish-yellow  crystals  of  hsematoidin 
and  are  evidently  formed  by  eft'used  blood.  3291 

The  bodies  were  removed  from  one  of  the  tendon-sheaths  of  (he  wrist  of  a  woman  Piro 
years  previous  y  numerous  small  granular  bodies  and  much  glairy  fluid  bad  been  dischar,rod 
from  the  sheath  of  the  tendons  of  the  thumb.    The  disease  was  probably  tubercubus!  ^ 

1119.  A  collection  of  loose  bodies  from  the  synovial  sheath  in  front  of  the  wrist 
Ihey  are  niostly  of  a  compressed  oval  or  less  regular  form,  the  larger  of  them 
averagmg  about  5  mm.  m  their  greatest  measurement.  3292 

From  a  coach-driver.    "  A  very  violent  inflammatory  action"  followed  the  removal 
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1120.  An  irregularly  lobulated  cartilaginous  tumour,  2-5  em.  in  its  greatest  diameter 
On  section  the  tumour  is  seen  to  consist  of:  mutually  adapted  lobules  bom.d 
together  by  a  distinct  fibrous  capsule.  ^ 

Microscopic  Strucfure.-The  growth  consists  of  cartilage,  (lao  matrix  of  wliich  is  in  part  Obrilkted 
The  tumour  was  removed  by  Mr.  Beck  from  the  flexor  tendon-sheath  of  tL  index  Wer 
of  a  young  woman.    It  occupied  the  upper  part  of  the  sheath  in  the  palm,  and  beforoTho 
operation  was  regarded  as  a  ganglion.  ^  ueiuro  uic 


Gakglion. 

A  ganglion  is  a  cyst  containing  thin_jelly-like  material  and  situated  in  close 
connection  with  a  tendon-sheath  or  joint,  although  not  directly  c^municating  with 
the  synovial  cavity.  Ganglia  are  most  common  about  the  wrist,  especiallyTm  the  dorsal 
aspect  of  the  outer  half ;  they  are  also  not  uncommon  on  the  dorsum  of  the  foot 
(1121).    Their  exact  mode  of  origin  is  uncertain. 

1121.  A  lens-shaped  thin-walled  cyst,  about  3-5  cm.  in  diameter,  from  over  the 
extensor  tendons  of  the  foot,  and  which  may  have  once  communicated  with  their 
synovial  sheath,  although  there  is  now  no  appearance  of  such  a  communication 
having  existed.    One  of  its  surfaces  is  less  convex  than  the  other,  2361 

1122.  Plaster  cast  of  a  right  foot,  on  the  dorsum  of  which  is  a  hemispherical 
swelling  caused  by  a  ganglion.  6881 


INJUEIES  AND  DISEASES  OF  NEEVES. 
Injueies. 

When  a  nerve  is  divided  or  torn  across,  its  ends  become  separated  from  each 
other  for  a  short  distance  by  retraction.  After  a  few  days  they  become  swollen,  and 
a  soft  reparative  material,  composed  of  elongated  cells,  is  formed  between  them.  If 
the  distance  between  the  divided  ends  be  not  too  great,  the  nerve  may  finally  be 
completely  restored,  the  injured  part  being  permanently  indicated  by  a  slight  fusi- 
form swelling  (1123).  In  an  amj^utation-stump  the  ends  of  the  di\  ided  nerves  always 
assume  a  more  or  less  bulbous  form,  in  some  cases  giving  rise  to  distinct  rounded 
tumours,  which  may  readily  be  felt  during  life  (1127).  These  may  be  painless;  but 
when  of  great  size,  and  especially  when  implicated  in  the  superficial  part  of  the 
cicatrix,  they  are  acutely  painful,  and  may  require  removal  by  operation.  These 
tumours  are  spoken  of  as  "  bulbous  nerves,"  or  "  amputation-neui'omata."  They  are 
composed  of  fibrous  tissue,  intermingled  \\  ith  numerous  nerve-fibrils  of  new  formation, 
irregularly  twisted  and  matted  together. 

1123.  Portions  of  the  nerves  of  a  brachial  plexus  which  have  been  injured  some 
time  (probably  many  weeks)  before  death.  The  trunks  are  surrounded  by 
cicatricial  fibrous  tissue;  at  the  seat  of  injury  a  fusiform  swelling  has  formed 
upon  each  nerve.  2247 

In  the  MS.  Catalogue  it  is  stated  that  the  nerves  were  lacerated. 

1124.  Part  of  a  radial  nerve,  the  inner  division  of  which  has  probably  at  some  time 
been  injured.  At  the  seat  of  injury  the  nerve  presents  a  swelling  2-5  cm.  in 
length,  and  composed  of  two  fusiform  enlargements  connected  by  a  narrower  part. 
Two  of  the  digital  branches  also  present  distinct  thickenings.  6/56 

From  the  dissecting-room.    It  is  probable  that  the  nerve  had  been  incompletely  divided. 
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Biilbons  Nerves  from  Stumps. 

1125  The  ends  of  tl.e  tibia  and  fibula  from  an  amputation-stump,  with  the  endings 
ot  the  anterior  and  posterior  tibial  nerves,  the  rest  of  the  soft  parts  having  been 
Isected  away.  The  end  of  each  nerve  is  enlarged  into  a  fusiform  swelling  by  the 
growth  of  a  dense  mass  of  fibrous-looking  tissue.  As  appears  from  the  section  of 
the  posterior  tibial,  the  fasciculi  of  the  nerve  are  partly  stretched  over  and  partly 
pass  through  the  new  growth.  The  bulbous  ends  are  firmly  attached  to  the 
Lriosteum  by  dense  cicatricial  fibrous  tissue.  The  nerves  do  not  reach  the  ends 
of  the  bones  bv  about  3  cm.,  showing  that  they  have  slightly  retracted  atter 
division.  The  divided  ends  of  the  bones  are  closed  by  osseous  tissue  and  are 
smoothly  rounded. 

No  history. 

1126  The  ends  of  the  radius  and  ulna  from  an  amputation-stump,  with  parts  of 
the*  ulnar  and  median  nerves.  Each  of  the  nerves  presents  an  oval  enlargement  at 
or  near  its  divided  end.  These  bulbous  enlargements  are  connected  with  the  ex- 
tremities of  the  bones  by  dense  cicatricial  fibrous  tissue,  which  has  been  dissected 
out  as  two  thick  bands.  The  ends  of  the  bones  are  closed  in  and  smoothly 
rounded.  ^^^^ 

No  history. 

1127.  Part  of  the  sciatic  nerve  from  an  old  amputation-stump.  The  nerve  ends  in 
a  flattened  oval  mass  composed  of  dense  fibrous  tissue,  the  fibres  of  which  are, 
in  many  parts,  arranged  concentrically  around  different  points,  as  is  common  in 
fibromata.  Some  of  the  fibres  of  the  nerve  appear  to  be  stretched  on  the  surface 
of  the  new  growth,  whilst  others  pass  through  it.  In  the  part  of  the  nerve  exposed 
by  the  section  are  yellow  streaks,  indicating  the  presence  of  nerve-fibres  which 
have  undergone  fatty  atrophy.  4322 

The  specimen  was  removed  from  the  stump  of  a  man,  aged  70,  whose  thigh  had  been  amputated 
40  years  before  for  disease  of  the  knee-joint.  The  bulbous  nerve  lay  only  one-tliird  of  an  inch 
beneath  the  surface  of  the  cicatrix,  with  which  it  was  closely  connected.  The  patient 
suffered  no  pain  in  the  stump  beyond  the  usual  slight  uneasiness  during  sudden  changes  in 
the  weather. 

Microscopic  examination  of  the  nerve  one  inch  above  the  bulb  showed  "a  great  part  of  the 
nerve-tubules  to  have  been  replaced  by  a  new  connective  tissue,  containing  very  many  nuclei 
and  but  few  elastic  elements.  The  whole  bulb  is  composed  of  this  tissue,  except  that,  here 
and  there,  a  fatty  streak  is  observable,  apparently  the  remains  of  a  nerve-tubule." 

1128.  Portion  of  the  stump  of  a  forearm.  On  one  side  a  part  of  the  ulnar  nerve 
has  been  dissected  out  from  the  surrounding  parts ;  its  end  is  enlarged  and 
bulbous,  and  connected  to  the  cicatrix  by  a  short  band  of  fibrous  tissue.  2093 

No  history. 


TUMOUES  OF  NeKVES. 

The  term  "  neuroma  "  is  clinically  applied  to  all  tumours  formed  in  connection 
with  nerves.  Pathologically,  it  is  more  correctly  applied  only  to  those  which  are 
composed  of  nerve-tissue  of  new  formation,  or  true  neuromata.  If  the  "  ampu- 
tation-neuromata "  are  excluded,  such  growths  are  of  extreme  rarity.  Tumours  in 
nerves,  or  false  neuromata,  spring  from  the  connective  tissue  of  the  nerve-trunk  and 
the  nerve-fibrils,  scarcely  altered  in  appearance,  are  stretched  over  the  surface  of  the 
growth  (1130).  The  tumour  can  in  many  cases  be  removed  with  ease  from  amongst 
the  fasciculi  of  the  nerve,  leaving  the  trunk  uninjured.  The  most  common  form 
of  tumour  in  nerves  is  the  fibroma  (1129);  but  sarcomata  of  various  kinds  and 
myxoma  are  also  met  with.  Secondary  changes,  such  as  calcification  or  ossification 
of  the  fibromata,  and  mucous  softening  of  the  myxomata,  may  occur.  Tumou'rs  in 
nerves  may  be  single,  but  are  more  frequently  multiple. 
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1129.  Portion  of  the  branch  of  an  anterior  crural  norve  wliich  Rupplies  the  vastus 
mternus  musc  e,  and  a  flattened  oval  tumour  which  has  grown  between  and 
separated  its  fasccuh.  In  its  longest  diameter  the  tumour  measures  4  cm  It 
central  portion  is  solt,  and  its  cut  surface  granular,  as  if  from  commencing  de- 
generation _  In  four  or  five  situations  there  are  irregular  spaces  in  its  substance, 
Avhich  contain  a  yellouish  friable  material.  SB'S 

Microscopic  Siructure.—1h&  tumour  is  a  fibroma. 
From  a  subject  brought  into  the  dissecting-room. 

1130.  Portion  of  a  large  nerve,  between  the  fibres  of  which  a  lowly  lobulated  oval 
tumour  has  grown,  the  fasciculi  of  the  nerve  being  stretched  and  spread  out  over 
Its  surface.  Pieces  of  bristle  have  been  pa^^sed  beneath  the  separated  fasciculi. 
A  section  which  has  been  made  of  the  morbid  growth  shows  it  to  be  formed  by 
very  dense  fibrous  tissue.    The  tumour  is  3  cm.  in  its  longest  diameter.  3737 

Microscopic  Structure.— The  tumour  is  a  cellular  fibroma. 

1131.  Portion  of  a  musculo -spiral  nerve,  the  fibres  of  which  have  been  separated 
at  one  part  by  the  growth  of  a  small  tumour  in  the  connective  tissue  between 
them.  The  tumour  is  oval,  nearly  2  cm.  in  length,  and  is  quite  unconnected  with 
the  fasciculi  of  the  nerve.  It  is  composed  of  yellowish,  homogeneous,  friable 
substance,  surrounded  by  a  thin  membranous  capsule.  443 

Microscopic  Structure.— The  growth  is  a  richly  cellular  fibroma. 

1132.  An  oval  fibroma,  which  was  removed  from  the  median  nerve.  The  tumour 
measures  3'5  cm.  in  its  chief  diameter. 

Microscopic  Structure.— The  turn  our  consists  of  a  finely  fibrillated  matrix  containing  an 
abundance  of  small  spindle-shaped  cells. 

From  a  woman,  admitted  into  U.  C.  H.  under  Mr.  Heath's  care  in  1876.  The  tumour 
formed  a  swelling  immediately  above  the  wrist,  and  was  exquisitely  tender  and  spontaneously 
painful.  The  fingers  were  flexed,  and  a  continuous  burning  pain  was  complained  of  in  the 
index  and  middle  fingers.  The  tumour  was  removed  by  dissecting  it  from  the  nerve  between 
the  fasciculi  of  which  it  was  contained. 

Sensation  was  deficient  in  the  middle  and  index  fingers  after  the  operation  ;  b>it  in  a  few 
days  it  was  restored,  and  the  patient  shortly  left  the  hospital  quite  well.  (Mr.  Heath's  Case- 
books, 1876,  vol.  ii.  p.  247.) 

1133.  A  flattened  oval  tumour,  which  was  removed  by  operation,  together  with  a 
portion  of  the  ulnar  nerve.  The  tumour  is  enclosed  within  a  complete  and  easily 
separable  fibrous  capsule,  w-ith  which,  over  the  back  of  the  specimen,  is  intimately 
connected  the  flattened  portion  of  the  trunk  of  the  nerve.  The  cut  surface  of  Ihe 
growth  has  in  parts  a  slightly  fibrous  appearance,  whilst  in  other  parts  it  is  more 
friable  and  of  a  brownish  colour.  6802 

Microscopic  Structure. — The  tumour  consists  of  loose  fibrous  tissue,  containing  in  parts  an 
abundance  of  small  round  cells.  The  blood-vessels  are  very  nuii.erous,  some  areas  of  the 
section  being  almost  entirely  vascular. 

From  a  woman,  aged  21,  who  was  admitted  into  U.  C.  H.  under  the  care  of  Mr.  Heath,  Jan.  4, 
1892,  on  account  of  a  swelling  of  two  years'  duration  on  the  inner  side  of  the  right  arm  ;  for 
6  months  the  tumour  bad  been  painful  and  increasing  in  size.  The  fibres  of  the  nerve  were 
spread  out  on  the  tumour,  which  was  removed  by  dividing  the  nerve  above  and  below  it.  The 
ends  of  the  nerve  could  not  be  approximnted.  On  the  third  day  the  wound  was  opened  up 
and  a  piece  of  the  posterior  tibial  nerve,  2^  inches  long,  from  a  limb  just  amputated  was 
sutured  with  fine  silk  to  the  freshened  ends  of  the  nerve.  The  wound  healed  by  first  intention, 
but  on  March  27,  1893,  it  was  reported  that  there  had  been  no  restoration  of  function  in  the 
ulnar  nerve.    (Mr.  Heath's  Case-books,  1892,  vol.  i.  p.  48.) 

1134.  One  half  of  a  large  oval  tumour  which  was  removed  by  operation,  together 
w  ith  a  considerable  length  of  the  median  nerve.  The  tumour  measures  13  cm.  by 
8  cm.  in  its  two  chief  diameters.  The  surface  is  slightly  lobulated  and  is  covered 
with  a  well-marked  fibrous  capsule,  which  in  parts  is  easily  separable  from  tlie 
surface  of  the  grow  th.     The  median  nerve  can  be  seen  passing  on  to  the  tumour 


iNJuniES  OF  autehies. 


17 


near  one  edge  of  the  section:  and  can  be  traced  on  the  outer  surface  of  the 
c.ii)sule,  where  the  fasciculi  are  spread  out  over  a  considerable  area  and  become 
collec-ted  together  again  as  the  nerve  passes  off  the  low  er  end  of  the  tumour.  The 
cut  surface  of  the  growth  has  a  coarsely  marbled  appearance;  it  is  divided  up  into 
irregular  lobules,  some  of  which  present  a  dense  fibrous  structure,  whilst  in  large 
areas  the  proper  tumour  substance  is  obscured  by  extensive  extravasations^  of 
blood,  presentiug  variations  of  colour  from  dark  red  to  yellowish  brown.  6547 

Microscopic  Sfructure.— The  mass  is  composed  of  blood-clot,  from  which  in  many  parts  the 
blood-corpuscles  have  disappeared,  leaving  only  a  fibrinous  coagulum.  The  clot  is  traversed 
by  fibrous  septa,  which  probably  represent  the  remains  of  a  tumour  into  which  extensive 
lucmorrhagca  have  occurred. 

1135.  A  globular  shell  of  bone,  either  the  wall  of  a  cyst  or  the  peripheral  portion 
of  some  tumour  which  has  undergone  ossification.  3360 

It  was  removed  by  Mr.  Quain  from  a  woman,  32  years  of  age,  who,  had  suffered  constant  acute 
pain  in  the  sole  of  the  foot  for  six  years  previously,  witho;it  any  signs  of  local  disense. 
In  the  ham  was  delected  a  small  painful  tumour,  which  was  enucleated  from  the  internal 
popliteal  nerve.    All  pain  at  once  ceased. 

1136.  A.  portion  of  the  left  vngus  nerve  from  an  old  woman.  Connected  with  its 
sheath  is  a  small  calcareous  nodule  of  doubtful  origin,  which  lay  in  contact  w'itl> 
the  arch  of  the  aorta. 

From  the  dissecting-room. 

1137.  Portion  of  a  brachial  plexus  in  the  connective  tissue  between  the  cords  of 
which  two  small  tumours  have  grown.  The  larger  of  the  tumours  is  of  a  regularly 
oval  form  and  about  1  cm.  in  lenglh;  the  o:her  is  considerably  smaller.  The 
tumours  are  situated  almost  close  together,  and  are  quite  unconnected  with  the 
nerves  between  which  they  lie.  4053 

1138.  Portions  of  the  nerves  of  a  cervical  plexus,  some  of  which  present  slender 
fusiform  swellings,  due  to  the  growth  between  their  fibres  of  secondary  nodules  of 
sarcoma.  4052 

From  a  man  who  was  the  subject  of  multiple  tumours  affecting  the  subcutaneous  tissue  in  the 
mammary  region  (see  Sarcomata  of  Skin),  the  heart  (see  Medical  Catalogue),  and  the  inferior 
vena  cava  and  external  jugular  vein  (see  Nos.  1314,  1315). 

The  growths  are  small  rouiid-oell  sarcomata.    (Med.  Times  and  Gaz.  1852,  vol.  ii    Aug  21 
&28,  and  Dr.  Walsh's  Case-books,  vol.  vii.  p.  172.)  ' 


INJtJEIES  AND  DISEASES  OF  AETEEIBS. 

Seuies  I.— injuries  OF  ARTERIES  AND  THE  SURGICAL  TREATMENT  OF 

ARTERIAL  HAEMORRHAGE. 

Contusion  oi  an  artery  may  tear  through  the  inner  and  middle  coats,  which  retract 
upwards  and  downwards  within  the  vessel  so  as  more  or  less  completely  to  obstruct 
the  lumen  above  and  below  the  injury'. 

The  injury  may  be  followed  by  thrombosis. 

If  the  contused  vessel  is  exposed  in  a  septic  wound  the  damaged  wall  may  slouch 
and  secondary  hicmorrhage  follow.  ^  o'uugu 

_  ;S<toaHeo«sr»,p^wr.  of  an  artery  may  result  either  in  au  immediate  hajmorrha-e 
mto  the  surrounduig  tissues  or  in  the  formation  of  a  traumatic  aneurism  see 
Irauraatic  Aneurism). 

rA.trTr"'"'         '"""^"'^  ^^'^'"'"^  '"'"-^  '»''1^^'<-^  coats, 
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whilst  Iho  oiitci-  coat  is  drawn  out  and  twisted  into  a  tapering  point  beyond  the 
others  before  it  tears  throngU  (1141).  A  large  vessel  may  thus  be  torn  completely 
across  without  any  lucniorrhage  taking  place. 

.  Complete  division  of  an  artery,  la  this  injury,  unless  the  wounded  vessel  he  very 
hirge,  the  immediate  arrest  of  ha3morrhage  is  brouglit  about  by  the  contraction  of  the 
muscular  coat,  the  reti-action  of  the  vessel  within  its  sheatli,'and  the  coagulation  of 
the  blood  in  and  around  its  extremity. 

Funclured  ■wounds  of  arteries  cause  serious  hoemorrhage,  the  natural  arrest  of  which 
is  hindered  by  the  inability  of  the  vessel  to  retract  completely  (1139).  A  puuctured 
wound  involving  an  artery  and  vein  may  ho  followed  by"  so-called  "aneurismal 
varix "  or  by  the  formation  of  an  arterio-venous  aneurism  (see  Traumatic 
Aneurism). 

The  methods  most  commonly  adopted  for  the  arrest  of  arterial  hajmorrhage  are  the 
application  of  a  ligature  and  torsion  ;  the  actual  cautery  is  occasionally  used. 

Liijature. — In  the  application  of  a  ligature  to  a  large  artery,  the  lumen  may  be 
merely  occluded,  or  the  ligature  may  be  so  applied  as  to  cut  tli rough  the  inner  and 
middle  coats,  the  divided  edges  of  which  retract  into  the  lumen  of  the  vessel  (1141). 

It  is  probable  that  in  all  cases  coagulation  takes  place  within  the  vessel,  and  may 
extend  upwards  as  far  as  the  next  collateral  branch  (1144).  When  an  artery  is 
ligatured  in  its  continuity  the  coagulum  -within  the  vessel  is  more  extensive  above 
than  below  the  ligature. 

Torsion. — When  the  end  of  a  divided  artery  is  twisted  with  suitable  forceps,  the 
inner  and  middle  coats  give  way  transversely  immediately  a'^ove  the  part  of  the 
artery  grasped  in  the  forceps.  The  external  coat  alone  remaining  is  twisted  into  a 
spiral  knot  for  a  distance  varying  with  the  size  of  the  vessel  and  the  number  of  turns 
given,  while  the  inner  and  middle  coats  are  separated  from  it  and  pushed  upwards 
into  the  canal  of  the  artery  for  a  corresponding  chstance,  turning  inwards  as  this 
takes  place.  On  laying  the  vessel  open  it  is  seen  that  the  inverted  inner  and  middle 
coats  give  rise  to  an  appearance  almost  resembling  a  valve,  with  the  conca\ity  of  its 
free  edge  directed  tov\ards  the  heart  (1141). 

Actual  ccndenj. — The  actual  cautery  forms  an  adherent  charred  mass  which  closes 
the  vessel  effectually.  In  preparing  specimens  on  the  dead  subject  it  will  sometimes 
be  found  that  the  external  coat  only  is  involved  in  the  eschar,  while  the  inner  and 
middle  are  turned  up  into  the  vessel  as  in  torsion.  Possibly  this  condition  is  more 
likely  to  occur  in  a  living  artery  (1141).  _  _  . 

The  processes  concerned  in  the  healing  of  wounded  arteries  after  the  immediate 
arrest  of  the  hjcmorrhage,  whether  by  natural  or  artificial  means,  are  essentially  the 
same  as  those  occurring  in  the  healing  of  other  parts.  The  coagula  within  and 
around  the  vessel  take  no  active  part  in  the  formation  of  the  scar-tissue  by  which 
the  artery  is  finally  obliterated.  The  new  tissue  is  derived  from  the  plasma  cells  of 
the  arterial  wall  and  the  endothelial  cells  which  line  it.  If  a  ligature  be  used,  this, 
according  to  the  nature  of  the  material  composing  it,  undergoes  absorption  or 
becomes  imbedded  in  scar-tissue.  The  final  result  of  the  healing  process  is  that  tlio 
artery,  often  as  far  as  the  origin  of  the  nearest  collateral  branch,  becomes  a  solid 
fibrous  cord.  When  an  arterj  is  tied  in  its  continuity,  obliterative  changes  occur 
on  each  side  of  the  ligature. 

The  causes  of  Secondanj  HcBmorrfiaqe  are  chiefly  illustrated  among  the  specimens 
of  ligature  for  aneurism,  in  all  of  which  very  coarse  imperfectly  prepared  ligatures 
had  been  applied  and  the  maintenance  of  asepsis  in  the  wound  not  provided  tor.  In 
these  circumstances  the  ligature  necessarily  separated  after  ulcerating  through  the 
wall  of  the  artery,  and  unless  the  internal  coagulum  were  well  formed,  severe  ha^uor- 
rhao-e  almost  necessarily  occurred  during  the  separation  (1260).  ,  •  .  i  i 

The  above  causes  of  secondary  hasmorrhage  have  been  almost  entirely  obviateil  by 
the  use  of  properly  prepared  ligatures  and  the  maintenance  of  asepsis  whilst  lie 
importance  of  the  internal  coagulum  as  a  preventive  of  lueinorrhage  alter  ligature  has 
become  small. 
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1139.  A  short  piece  of  a  deop  epigfisfcrie  artery,  in  the  wall  of  which  is  a  small 

perforation.  6574 

The  injury  oceiirred  during  tlic  operation  of  p.araoentcsis  abdomiuis.    The  artery  was  cut  down 
upon  and  the  wounded  part  removed  between  two  ligatures. 

1140.  Portion  of  a  right  common  iliac  artery,  wirh  parts  of  its  external  and  internal 
divisions.  In  the  common  iliac  artery,  close  above  its  bifnrcation,  is  a  small  oval 
aperture,  wliich  resulted  from  perforation  of  the  vessel  by  the  point  of  a  pin, 
which  pierced  it  from  the  caecum.  A  glass  rod  has  been  placed  in  an  irregularly 
ulcerated  track  in  whiuh  the  pin  lay.  The  aperture  in  the  artery  is  about  4  ram. 
long,  and  its  edges  are  smoothly  rounded,  like  the  natural  aperture  of  an  arterial 
branch. 

The  piitiont,  a  womiui,  was  subject  to  discharge  of  blood  from  the  anus,  without  any  evident 
cause,  and  for  which  she  toolj  medicines  without  relief.  She  gradually  became  emaciated  from 
repeated  liiBUiorrhage,  and  died  exhausted.  The  pin  was  found,  after  death,  lodged  in  the 
Citcuni,  its  head  covered  with  a  greenish  deposit,  and  the  point  projecting  througli  tlie  aper- 
ture in  the  wall  of  the  right  common  iliac  artery.  The  pin  was  about  an  inch  and  a  half  long. 
The  aperture  in  the  cavity  was  partly  plugged  with  fibrin. 

1141.  Four  portions  of  the  larger  arteries  from  a  dead  body,  prepared  to  illustrate 
the  immediate  effects  of  injuries  and  surgical  treatment.  In  the  highest  specimen 
the  vessel  has  been  completely  torn  acroi-s  ;  the  inner  and  middle  coats  are  cleanly 
ruptured  transversely,  whilst  the  outer  coat  has  been  drawn  out,  but  not  ruptured. 
In  the  second  specimen,  in  which  torsion  was  applied  to  the  divided  vessel,  the 
external  coab  aloue  is  twisted,  whilst  the  inner  and  middle  coats  are  turned  up 
into  the  lumen  of  the  vessel  for  a  distance  of  1  cm.  In  the  third  specimen  the 
inner  and  middle  coats  have  been  divided  transversely  by  the  application  of  a  tine 
ligature,  the  outer  coat  remaining  intact.  In  the  lowest  specimen  the  divided  end 
of  the  vessel  has  partly  been  occluded  by  the  application  of  the  actual  cautery. 

1142.  Portion  of  an  external  iliac  artery  on  which  a  thick  silk  ligature  has  been 
placed.    The  artery  at  the  seat  of  ligature  is  apparently  unaltered.  3665 

The  ligature  has  accidentally  been  tied  so  loosely  as  not  to  completely  obstruct  the  artery,  and 
the  inner  and  middle  coats  are  not  divided. 

1143.  Portion  of  a  large  artery,  probably  the  femoral,  taken  from  a  stump  five  days 
after  amputation.  The  noose  of  the  lig'iture  is  concealed  beneath  a  layer  of 
exudation.  The  small  portion  of  the  vessel  on  the  distal  side  of  the  ligature  is 
closely  contracted.  There  is  no  clot  in  the  vessel  above  the  ligature  ;  it  may  have 
been  removed  in  making  the  preparation.  A  second  ligature  has  been  placed  on  a 
branch  given  off  from  the  main  trunk,  about  4  cm.  from  its  end.  3715  A 

1144.  Portion  of  a  femoral  artery  from  a  stump  ten  days  after  amputation.  The 
noose  of  the  ligature  is  concealed  beneath  a  layer  of  exudation.  The  areolar 
tissue  oil  the  exterior  of  the  artei-y  is  loose  and  unaltered.  The  vessel  above  the 
ligature  is  fully  occupied  for  about  4  cm.  by  a  cvlindrical  clot,  the  upper  part  of 
which  IS  continued  into  the  mouth  of  a  large  branch  arising  from  the  trunk  at  a 
pomt  corresponding  with  the  upper  limit  of  the  coagulum.  The  portion  of' the 
clot  shown  at  this  part  is  not  adherent  to  the  interior  of  the  vessel.  3598 

1145.  Portion  of  a  femoral  artery  from  a  stump  fourteen  days  after  am  nutation 
Ihe  upper  part  ot  the  vessel  is  occupied  by  a  pale  yellow  coagulum,  which  ceases 
about  8  cm.  above  the  seat  ot  hgature  immediately  below  the  origin  of  a  branch 
ihe  whole  of  the  vessel  belo a- was  probably  occupied  by  a  continuation  of  th; 
clot;  near  the  lower  end  o  the  portion  remaining  is  the  aperture  of  a  sn  11 
branch  The  ower  end  of  the  artery  is  adherent  to  the  surrounding  parts  v  I 
mass  of  granulation-tissue,  in  which  the  noose  oL'  the  ligature  remairrs  imbed.l^l. 

3579 
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1146.  Portion  of  a  ligatured  artery  from  an  ampalatlon-stump,  the  ligature  havin'^ 
como  away.  Tlie  end  of  the  vessel  appears  to  have  been  firmly  closed  and  united 
to  the  surrounding  tissues.  In  its  lower  part  tliere  lies  a  clot  about  4  cm  in 
length,  the  upper  part  of  which  quite  fills  and  is  adherent  to  the  vessel,  whilst 
the  lower  diminishes  in  size  to  a  mere  thread,  without  a  corresponding  contraction 
of  the  artery.  Part  of  the  conguluin  has  probably  been  lost  in  prepariiio-  the 
specimen.  "SoQT 

1147.  The  main  artery  and  vein  of  a  thigh-stump,  five  weeks  after  amputation. 
The  lower  end  of  the  artery,  for  a  distance  of  about  3  cm.,  is  filled  hy  a  firm' 
somewhat  conical  coaguluin,  which  has  become  adherent,  tliough  at  its  upper  end 
not  firmly,  to  the  interior  of  the  vessel.  The  coagulum  is  limited  above  by  tliree 
small  arterial  branches,  and  is  somewhat  irregular  in  form,  being  prolonged  into  the 
highest  of  the  branches  hy  a  fine  fibrinous  filament.  The  artery  has  been.laid  open 
over  the  upper  part  of  the  clot,  and  is  artificially  separated  for  a  short  distance 
from  the  latter.  The  upper  part  of  the  clot  is  covered  with  a  delicate  organized 
iiiembrane,  which  has  been  stained.  The  wall  of  the  vein  is  thickened,  and  the 
lower  part  of  its  lumen  appears  to  be  occupied  by  a  coagulum.  3715  C 

1148.  Portion  of  the  brachial  artery  and  one  of  its  accompanying  veins  from  an 
amputation-stump.  A  double  ligature  has  been  placed  on  the  artery  close  below  a 
small  branch.  The  surrounding  tissues  are  consolidated  and  combined  by  granu- 
}ati(m-tissne  to  the  ends  of  the  vessels,  the  noose  of  the  ligature  being  buried 
amid  the  consolidated  tissues.  There  is  a  minute  coagulum  in  the  end  of  the 
artery.    The  vein  is  firmly  closed,  633 

1149.  Portions  of  the  femoral  artery  and  vein  from  a  stump,  probably  between  two 
and  three  weeks  after  amputation.  The  ligature  has  come  away  from  the  artery, 
the  end  of  which  is  conical  and  has  apparently  healed.  There  is  a  very  small  clot, 
as  in  the  preceding  specimen,  in  the  end  of  the  artery.  A  narrow  buff-coloured 
clot  is  adherent  to  the  interior  of  the  vein  ;  the  centre  of  the  clot  is  hollow,  pro- 
bably from  softening;  about  2  cm.  beyond  its  upper  end  is  a  pair  of  valves,  and 
immediately  beyond  these  a  large  tributary  enters  the  main  vessel.  ,  2708 

1150.  Portion  of  the  artery  from  a  stump,  probably  about  a  week  after  amputation. 
On  one  of  its  main  branches  a  double  ligature  has  been  placed.  The  exudation 
siuTounding  the  ligature  has  been  dissected  away.  Two  smaller  vessels  are  firmly 
closed,  apparently  after  ligature.  The  main  vessel  shows  extensive  changes 
resulting  from  chronic  endarteritis  with  calcification.  1431 

1151.  Portion  of  a  femoral  artery,  including  part  of  the  profunda  branch  and 
portions  of  the  corresponding  veins.  Upon  the  artery,  about  1  cm.  below  the  origin 
of  the  profunda,  a  ligature  was  placed  previously  to  amputation  through  the  hip- 
joint.  Owing  to  a  high  division  of  the  vessel  the  ligature  was  applied  to  the 
superficial  insl-ead  of  to  the  common  femoral,  as  was  intended.  The  loop  of  the 
ligature  is  hidden  by  exudation,  A  coagulum  fills  the  short  part  of  the  vessel 
between  the  seat  of  ligature  and  the  origin  of  its  deep  branch  ;  the  portion  below 
the  ligature  is  also  filled  with  loose-textured  clot,  a  ligature  having  been  also 
applied  to  the  divided  end  of  the  vessel.  The  femoral  vein  is  empty  at  its  upper 
part,  but  its  distal  end  is  filled  with  coagulated  blood,  «^6S3 

1152  Portion  of  an  axillary  artery  and  vein,  with  the  cords  of  the  brachial  plexus. 
The  artery  has  been  ligatured  in  its  continuity,  in  the  third  part,  beyond  the 
pecroralis "minor,  and  where  surrounded  by  the  cords  of  the  brachial  plexus. 
A  triple  ligature  has  been  applied,  probably  from  fear  of  cutting  through  the 
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artery  with  a  single  thread  ;  the  knot  has  jammed,  and  the  vessel  is  merely  loosely 
constricted.  The  portion  of  the  vessel  below  is  occupied  by  a  loose  clot  fixed  I'y 
its  upper  end.  Close  above  the  ligature  is  a  small  ulcerated  aperture  in  the 
artery  (marked  by  a  bristle),  from  which  repeated  hajmorrhage  subsequently 
occurred.    The  noose  of  the  ligature  is  partly  concealed  by  exudation.  634 

From  a  patient  whose  arm  was  amputated  near  the  shoulder  for  sloughing  of  the  skin  of  the 
forearm  from  phlegmonous  erysipelas.  Sloughing  of  the  flaps  ensued,  with  secondary  hmmor- 
rhage.  Mr.  Shaw  ligatured  the  axillary  artery  as  high  as  possible  from  the  axilla.  Somo 
days  afterwards  the  hemorrhage  i-ecurred,  and  Ihe  patient  succumbed  under  repeated  loss  of 
blood. 

1153.  Portion  of  a  common  iliac  artery,  with  its  divisions  and  part  of  the  femoral. 
On'  the  first  a  doable  ligature  was  placed  for  secondary  hfemorrhage,  which 
occurred  twehe  da  7s  after  amputation  of  the  thigh.  A  small  conical  clot  lies 
wilhin  the  end  of  the  femoral  artery,  which  appears  firmly  closed.  3602 

From  a  boy,  8  years  of  age,  in  whom  the  thigh  was  amputated  through  the  small  trochanter,  on 
account  of  necrosis  of  the  entire  shaft  of  the  femur.  On  the  twelfth  day  repeated  hasmorrhage 
took  place  I  rum  tlje  stump.  The  common  iliac  artery  was  tied,  by  Mr.  Liston,  about  half  au 
inch  above  its  bifurcation.  Collapse  followed  the  operation.  Transfusion  was  had  recourse 
to  with  temporary  benefit;  the  paiient  died  about  twenty-four  hours  after  the  application  of 
the  ligature.    ('  Med.  Gaz.,'  April  24,  1830,  p.  124.) 

1154.  Portion  of  a  femoral  artery  and  vein,  with  part  of  the  internal  saphenous 
nerve,  from  an  amputation-stump,  about  eight  days  after  operation.  The  ends  of 
the  vessels  have  become  inseparably  adherent  to  the  tissue  around,  and  the  artery 
contains  a  long  tapering  clot  which  is  united  below  to  the  inner  coat  of  the  vessel. 
The  artery  has  been  tied  with  a  double  silk  ligature,  none  of  the  ends  of  which 
have  been  cut  off.  632 


1155.  Portion  of  a  femoral  artery  to  which  a  carbolized  catgut  ligature  was  applied 
six  days  before  death,  the  artery  being  ligatured  in  Hunter's  canal  for  secondary 
hoBmorrhage.  The  lumen  is  completely  obliterated  by  the  hgatin-eand  contains  a 
well-formed  internal  coagulum,  which  is  more  extensive  above  than  below  the  seat 
of  ligature.    The  ligature  is  apparently  unaltered. 

T.N.,  aged  40,  an  unhealthy  man,  worn  out  with  bad  living  and  drink,  was  admitted  into  U.  C.  H. 
June  11,  1872.  On  the  left  leg  was  an  epitheliomatons  ulcer,  reaching  from  a  short  distance 
below  the  knee  to  the  ankle.  It  had  arisen  in  the  scar  of  a  scald  received  when  he  was  a  boy 
Aniputation  was  performed  through  the  knee-joint  on  June  12.  The  vessels  in  the  posterior 
flap  were  cut  below  the  division  of  the  popliteal.  The  posterior  tibial  showed  marked  calcareous 
degeneration,  and  the  ligatures  cut  through  it.  It  was  finally  secured  by  acupressure  The 
needle  was  removed  on  J une  15  ;  severe  hajmorrhage,  arrested  by  pressure,  occurred  on  June  16 
On  June  18  severe  haemorrhage  occurred  in  the  night,  and  Mr.  Heath  tied  the  femoral  artery 
in  Hunter's  canal.    The  wound  suppurated  and  the  patient  died  on  June  24  of  pytemia 

^'ost  moricm.— There  were  the  ordinary  appearances  of  pya;mia  in  the  lunp-s,  joinU  &c 
The  wound  made  ni  hgaturmg  the  artery  was  loul  and  sloughy.  The  hgature  still  held  the 
artery  firmly  but  was  somewhat  softened;  it  had  been  applied  with  sufficient  force  to  divide 
the  inner  and  middle  coats.  There  was  a  firm  clot  above  and  below  the  ligature  that  below 
being  the  smaller.  °  ' 

1156.  The  bifurcation  of  an  aorta,  with  the  iliac  arteries  and  part  of  the  femoral  of 
the  left  side  mjected  with  wax.  The  left  external  iliac  was  ligatured  near  its 
termmation  three  weeks  before  death,  on  account  of  hemorrhage  which  followed 
the  opening  ot  a  swelling  in  the  groin.  The  ligature  has  come  away,  and  the 
parts  of  the  vessel  above  and  below  are  separated  by  1  cm.  The  external  ilino 
artery  above  the  seat  of  ligature  is  filled  wi^th  a  longf  cylindrical  firm  Xn  u^^^ 
which  adheres  ni  places,  to  the  interior  of  the  vessel.  The  divided  end  of  t^t 
lower  part  of  the  vessel  is  sfi  1  widely  open,  probably  as  a  result  of  preparit  he 

pecimen.    The  coagulum  belo^v  the  seat  of  ligature  extends  into  the  ^ 
lar  as  the  origin  of  its  profunda  branch,  and  is  closely  adherent  to  the  iteHo? 
The  wax  with  which-  the  vessels  have  been  injected  has  completely  filled  tJe  emoral 
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nrtery  and  its  branches  by  means  of  the  collateral  circulation.  The  injection  has 
passed  in  part  also  to  the  external  iliac  artery  where  occupied  by  the  dot,  a])pa- 
rently  along  some  of  its  branches,  \\  liich  are  filled.  The  external  iliac  vein  is 
adherent  to  tlie  artery  at  the  point  of  ligature.  A  little  way  below  the  middle 
of  the  pi-ofuuda  is  a  mass  suggestive  of  a  thick-walled  cyst,  the  anterior  wall  of 
which  has  been  turned  back  ;  on  the  surface  of  this,  at  the  back  of  the  specimen,  ia 
a  small  piece  of  skin  witli  a  puncture  in  its  middle. 

From  an  old  woman,  in  wliom  iv  swelling  in  Iho  groin  wns  opened  by  a  lancet,  the  operation 
bein^  followed  by  alarming  hfcmorrhiige.  Compression  of  the  artery  at  the  groin  being  iiiiidc, 
the  luBmorrhage  ceased.  When  the  surgeon  arrived  he  I'ound  that  florid  blood  flowed  copi- 
ously from  the  jJimctiire  whcneTer  the  finger  of  the  assistant  was  raised  from  the  artery  ;  he 
tied  the  external  iliac,  and  there  was  no  more  bleeding.  The  ligature  came  away,  but  the 
external  wound  did  not  heal,  and  sinuses  formed  around  it.  About  three  weeks  afterwards 
the  patient  died  of  peritonitis. 

It  would  appear  from  the  specimen  that  hajniorrhage  was  owing  to  one  of  the  branches  of 
the  femoral  artery  having  been  ofjened  either  by  the  lancet  or  in  consequence  of  destruction 
by  the  peculiar  nature  of  the  tumour. 

1157.  The  abdominal  aorta  and  common  iliac  arteries  of  a  dog.  On  the  aorta 
near  its  bifurcation  a  ligature  was  placed,  the  separation  of  which  was  attended 
\Aith  haemorrhage.  The  blood,  effused  beneath  the  subperitoneal  fat,  forms  an 
irregular  globular  sac  4  cm.  iu  diameter,  with  a  very  uneven  floi-culent  interior. 
The  ligature,  which  is  not  completely  separated,  is  lying  within  the  sac.  3755 

The  ligature  was  applied  experimentally  by  Mr.  jSyme. 

1168.  The  abdominal  aorta  of  a  young  subject,  which  has  been  wounded  by  a  conical 
bullet,  dried.  The  wound  involves  the  anterior  and  posterior  walls  of  the  vessel 
immediately  above  the  origin  of  the  ca-liac  axis.  The  bullet,  which  lies  in  the 
aorta  immediately  above  the  bifurcation  with  its  base  downwards,  has  been 
exposed  by  cutting  a  round  hole  in  the  wall  of  the  vessel.  6S75 


Series  II.-DISEASES  OF  AETERIES. 
PniMABX  DegejjeratiojS-. 

Fatty  Degeneration  of  the  Inner  C'o«^.— Opaque  yellowish-white  patches  are  very 
commonly  found  upon  the  inner  surface  of  the  larger  arteries,  e;-pecially  the  aorta, 
at  almost  any  period  of  life,  even  iu  childhood  ;  they  vary  in  size  from  a  pin's  head 
to  half-a-crowu,  and  are  usually  of  irregular  outline.  They  are  not  sulliciently  raised 
to  be  perceptible  to  the  finger,"  and  can  be  completely  peeled  off  with  the  iinier  coat. 
Microscopic  examination  shows  that  these  pati'hes  are  due  to  fatty  degeneration  of 
the  stellate  corpuscles  which  lie  in  the  homogeneous  connective  tis^siie  which  forms 
the  subendothelial  layer  of  the  inner  coat.    The  condition  is  of  little  importance. 

In  later  liie  fatty  degeneration  of  the  eoniiectivo-1  issue  corpuscles  of  the  outer  coat 
is  not  uncommon  in  the  arteries  of  the  brain ;  this  condition  is  accompanied  by  soft- 
ening of  the  coats  of  the  arterv,  and  tendency  to  rupture. 

Calcareous  Degeneration  of  the  Middle  Co«i.— This  is  always  a  disease  of  advanced 
life.  It  affects  chiefly  the  smaller  arteries,  especially  the  tibials,  ana  is  very 
commonly  associated  with  chronic  endarteritis  in  the  larger  \essels.  It  consists 
essentially  of  a  deposit  of  lime-salts  in  the  muscular  fibre-cells  of  the  middle  coat. 
This  causes  the  fw-tery  to  become  rigid,  and  often  tortuous  from  oss  of  elasticity. 
Its  calilire  is  diminished  sometimes  to  a  very  great  extent.  The  ob.^truction  to  tlie 
ilow  of  blood  thus  iiroduced  may  lead  to  gangrene  (senile  gangrene),  it  such  an 
artery  be  soaked  in  turpentine  and  afterwards  dried  so  as  to  render  it  Iran  spa  rent, 
opaque  white,  lines  will  be  seen  iu  its  coats  arranged  circularly,  and  correspoiidmg 
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iu  situation  to  the  muscular  fibre-cells.     In  consequence  of  this  the  condition  is 
sometimes  described  as  "  annular  calcification  "  (Hoi)). 

Tn  he  more  advanced  stnffes  tlie  rius.  of  calcareous  matter  may  coalesce  so  as  to 
convert  the  vessel  into  a  rigid  tube  ;  the  condition  is  then  called  "  tubular  calci-_^ 

^'p\'hnart^flny  decreneration  of  the  inner  coat  and  primary  calcareous  degeneration 
(,f  the  n)iddle  coat  n.ust  be  clearly  distinguished  from  the  fatty  and  calcareous 
deposits  so  frequently  present  in  chronic  endarteritis.  The  former  are  affections  of 
the  original  tissues  of  tlie  arterial  coats  ;  the  latter  result  from  degenerative  changes 
in  the  products  of  a  chronic  inflammation.  _ 

Lcmlaccous  Deqenemtion.-Thh  is  particularly  common  in  the  walls  ot  l^he 
arterioles  and  capillaries.  In  the  liver,  spleen,  and  other  viscera  liahle  to_  this 
de<-eneration  the  change  is  tirst  noticeable  in  the  middle  coat  of  the  small  arteries.  _ 

"Fibroid  Deqeneration.—K  form  of  arterio-sclerosis  affecting  chiefly  the  intima  is 
met  with  chiefly  in  association  with  chronic  renal  disease. 

1159  The  femoral  and  popliteal  arteries,  dried.  Throughout  their  length  they 
have  been  converted  into  rigid  tubes  by  calcareous  deposit.  The  earthy  niatter, 
where  in  least  abundance,  is  arranged  in  parallel  lines  across  the  vessel  in  the 
circular  fibres  of  the  middle  coat ;  but  for  the  most  part  these  lines  have  coalesced 
and  form  considerable  plates,  the  margins  of  which  are  deeply  toothed. 

The  profunda  and  other  branches  present  similar  changes.    All  the  vessels  are 
more  tortuous  than  natural.  3716 

1160.  Tli*«eii^i«ee««8*««^H?F^^  aged  subject, 
dried.  All  of  them  exhibit  jtJf-feelTsive  calcareous  degeneration  of  the  muscular 
fibres  of  the  middle  coat."  '  3S37 

1161.  The  femoral,  popliteal,  and  greater  part  of  the-  tibial  arteries,  from  an  old 
man,  who  died  of  spontaneous  gaugrene  ol:  the  foot.  In  the  upper  9  cm.  of  its 
length  the  femoral  artery  shows  well-marked  calcareous  degeneration  of  the 
muscular  fibres  of  the  middle  coat.  The  calcareous  deposit  appears  in  the  form 
of  small  yellowish  spots  and  streaks  arranged  in  lines  disposed  transversely  to  the 
length  of  the  artery,  in  accordance  \\ith  the  direction  of  the  circular  muscular 
fibres  (primary  or  annular  calcification).  At  a  lovi-er  level  the  vessel  is  also 
the  seat  of  advanced  endarteritis,  the  inflammatoiy  products  in  the  inner  coat 
having  undergone  extensive  calcification  with  the  formation  of  long  irregular 
calcareous  plates  (secondary  or  lauiinar  calcification).  The  popliteal  artery  is  in 
its  whole  length  plugged  with  a  firm  clot;  the  latter  is  closely  adherent  to  the 
inner  coat  of  the  artery  at  the  upper  part,  but  loosely  below.  Similar  degenera- 
tive changes  have  occurred  in  the  tibial  arteries,  by  which  they  have  been 
diminished  in  calibre  and  made  rigid  and  inelastic.  3714 

The  specimen  well  illustrates  Ihe  co-oxistence  in  the  same  artery  of  primary  calcification  of 
the  iiiidcllo  coat,  and  chronic  endarteritis  witli  subsequent  calcilication  in  tiie  inner  coat.  It 
is  probable  that  the  plugging  of  the  artery  which  caused  the  gangrene  has  arisen  from 
thrombosis  commencing  at  the  point  where  the  clot  is  most  adherent  and  the  artery  most 
diseased. 

1162.  Portion  of  a  femoral  artery  from  an  old  man.  The  whole  length  of  the 
portion  shown  is  plugged  with  a  ck>t,  firmly  adherent  by  its  middle,  but  less  so 
by  its  ends,  the  upper  of  whiohj,'?,, conical  and  rounded.  Over  a  great  part  of  its 
extent  the  inner  coat  is  separated  fPoia  the  luiddle,  and  is  opaque  and  slightly 
thickened.  The  muscular  coat  is  extensively  calcified.  The  vessel  itself  is 
tortuous.  Death  ensued  from  some  cause  quite  unconnected  w  ith  the  state  of 
the  artery.  35G0 

1163.  The  popliteal,  with  portions  of  the  anterior  and  posterior  tibial  arteries,  and 
parts  of  the  tibial  and  internal  saphenous  veins  ;  from  a  case  of  spoutaneous 
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gangrene  of  tlie  foot.  The  tibial  arteries  and  tbe  lower  part  of  tlie  popliieal 
exhibit  considerable  calcareous  degeneration,  the  middle  coat,  rather  than  an 
niflammatory  growth  in  tbe  iutima,  being  chiefly  affected.  The  caUbre  of  the 
popliteal  artery  at  its  bifurcation  is  considerably  diminished  ;  its  lower  part  is 
occupied  by  a  clot,  which  is  prolonged  for  a  short  distance  into  its  divisions  and 
as  adherent  only  to  the  middle  of  the  vessel.  The  posterior  tibial  vein  contains  a 
short  clot  firmly  adherent  at  its  middle,  but  conical  and  free  at  each  end.  The 
femoral  vein  at  the  entrance  of  the  saphena,  and  for  6  cm,  below,  is  firmly 
plugged  by  an  adherent  coaguhun,  which  extends  a  considerable  distance  down 
the  saphena.  The  throinhus  is  tough  and  laminated.  The  coats  of  the  vein 
opposite  the  thrombus  are  slightly  swollen.  5222 

Tl>e  patient  was  an  old  woman,  admitted  to  the  liospital,  under  Sir  J.  Erielisen,  in  April  ItiOfi, 
for  gangrene  of  the  foot.  Tlie  gangrene  was  of  a  mixed  character,  neither  markedly  dry  nor 
moist.  The  post-mortem  examination  showed  considerable  degeneration  of  the  larger  arteries 
and  of  the  aortic  valves  ;  on  the  latter  were  some  small  "  fibrinous  vegetations."  It  would 
seem  from  the  history  that  the  gangrene  was  possibly  due  to  the  simultaneous  occurreix'c  of 
thrombosis  in  the  femoral  vein  and  at  the  diseased  part  of  the  popliteal  artery, 

1164.  The  lower  part  of  an  abdominal  aorta  together  with  the  main  arteries  of  the 
lower  limbs,  dried.  In  the  aorta  and  common  iliac  arteries  are  irregular 
calcareous  plates  resulting  from  calciRration  occurring  as  a  result  of  chronic 
endarteritis.  From  the  bifurcation  of  the  iliac  artery  to  the  origin  of  the  deep 
femoral  the  vessel  on  each  side  is  free  from  calcification.  Below  the  origin  of 
the  deep  femoral,  the  arteries  show  extensive  calcification,  which  in  many  places 
is  definitely  arranged  in  transverse  lines  corresponding  in  direction  with  the 
muscular  fibres  of  the  middle  coat.  The  calcification  is  less  marked  in  the 
])opliteal  artery  than  in  the  lo,vtr  part  of  the  femoral,  but  is  most  extreme  in  the 
vessels  of  the  leg.  8595 

The  specimen  illustrates  the  .association  in  the  Fame  subject  of  primary  calcification  of  th.e 
middle  coat  (femoral  and  tibial)  with  calcification  secondary  to  chronic  endarteritis  (aorta  and 
common  iliac). 

From  a  man,  aged  fiG,  who  was  the  subject  of  carcinoma  of  the  colon.  Whilst  in  the 
hospital  gangrene  of  both  feet  occurred.  The  veins  are  preserved  in  No.  13J3.  (Mr,  Godlee's 
Case-buo/cs,  1900,  vol.  i.  p.  321.) 


Acute  Ikflammation  of  Abteries.    Acute  Aeteeitis. 

Acute  inflammation  of  arteries  is  rare.  It  may  result  from  the  presence  of  an 
inflammatory  focus  in  tiie  neighbourhood  of  the  vessel,  and  may  lead  to  thrombosis, 
ulceration  of  the  arterial  wall  followed  by  liajinorrhage  (1 IGO),  or  weakening  of  the 
vessel  Avith  the  production  of  an  aneurism,  A  localised  acute  arteritis  may  also 
result  from  the  lodgment  in  the  vessel  of  an  infective  embolus. 

1165.  The  bifurcation  of  an  aorta,  with  the  left  common  iliac,  part  of  the  internal 
and  the  whole  of  the  external  ilitic,  and  part  of  the  femoral,  arteries.  The 
extel'ual  iliac  artery  has  been  ligatured  in  its  continuity,  and  divided  by  the 
separation  of  the  ligature  about  2  cm.  below  its  origin.  The  portion  between 
these  two  points  is  firmly  plugged  with  coaguluin  which  projects  beyond  its 
extremity.  The  end  of  the  distal  portion  of  the  vessel  is  widely  open  and 
separated  by  a  considerable  interval  from  the  closed  end  of  the  proximal  part, 
])robably  from  careless  dissection  of  the  specimen.  The  tissues  around  are 
indurated  and  firmly  adherent  to  the  artery. 

About  3  cm.  below  the  open  mouth  of  the  distal  portion  the  artery  and  vein 
are  almost  completely  destroyed  by  ulceration.  Below  this  level  the  two  vessels 
have  been  cut  across.  The  vein  contains  a  large  clot  firmly  adherent  by  its  upper 
end.  The  occlusion  of  tbe  veui  was  probably  the  cause  of  the  gangrene  from 
which  llie  patient  died.  ^'^^ 
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all  cl  rectfon    especially  an.ongst  the  abdominal  muscle,  and  towards  the 
operation. 

1 1  fifi  Portion  of  the  skin  and  subjacent  soft  parts,  from  the  front  of  the  wrist 
Wlen  and  infiltrated  from  phlegmonous  erysipelas,  which  followed  an  injury  ot 
the  thumb.    Over  the  situation  of  the  radial  artery  the  ti.ssues  have  been  destroyed 
by  slouching  and  ulceration.     The  radial  artery  is  ruptured,  its  ends  being 
sei)arated  by  an  irregular  cavity  lined  with  a  thin  layer  ot  laminated  clot.  >ach 
end  of  the  artery  is  closed  with  a  loose  co.igulura,  which  appears  to  have  been 
continuous  with  that  in  the  cavity  noticed.    The  coagulum  within  the  lower  end 
of  the  artery  is  but  half  enclosed,  the  wall  of  the  vessel  having  been  irregularly 
'  destroyed  by  ulceration.  ^^^^ 
From  a  severe  Case  of  phlegmonous  erysipelas.    The  artery  was  involved  in  the  suppurative 
inOiimraation,  and  its  walls  became  sotlened  and  gave  way  during  hfe.    ihe  patient  died  a 
few  days  afterwards. 

1167.  A.  larynx,  trachea,  pharynx,  and  oesophagus,  together  with  part  of  the  aorta 
and*  the  large  vessels  of  the  neck.  An  irregular  abscess-cavity  has  opened  into 
the  oesophagus  and  the  common  carotid  artery  on  the  right  side.  On  the  right 
side  the  abscess-cavity  lies  behind  the  carotid  artery  and  extends  from  the  level 
of  the  lower  border  "of  the  ciicoid  cartilage  downwards  to  within  about  2  cm.  of 
the  bifurcation  of  the  trachea.  The  abscess  extends  across  the  middle  line  behind 
the  oesophagus,  and  on  the  left  side  has  relations  very  similar  to  those  on  the 
right,  although  the  cavity  itself  is  narrower.  The  soft  parts  surrounding  the 
abscess-cavity  are  in  all  parts  considerably  thickened.  The  thickening  is  very 
marked  around  the  middle  part  of  the  right  common  carotid  artery,  and  at  a  point 
3  cm.  above  its  origin  the  artery  presents  an  irregulffr  ulcerated  opening  into  the 
abscess-cavity.  The  opening  of  the  abscess-cavity  into  the  oesophagus  is  situated 
in  the  right  wall  of  the  tube  3  cm.  below  its  commencement ;  it  measures  more 
than  1  cm.  in  its  greatest  diameter.  6535 


CnEoifio  Inflammatio^t  oj?  Auteries.    Chronic  Endakteeitis. 

Endarteritis  defoi'mans. — The  first  sign  of  this  very  common  disease  is  the 
formation  of  flat,  smooth  elevations,  of  variable  size,  in  the  inner  coat  of  the 
artery ;  sometimes  the  surface  is  slightly  tuberous ;  the  outline  of  the  patches 
is  irregular,  they  are  bluish  or  reddish-grey  in  colour  and  of  cartilaginous  hardness 
(1168).  They  are  most  commonly  found  in  the  aorta  and  larger  arteries.  The 
patches  are  usually  of  an  elongated  form,  their  greatest  length  corresponding  with 
the  course  of  the  artery.  Around  the  orifices  of  the  branches  the  thickening  of  the 
vessel  frequently  takes  the  form  of  ring-like  elevations  (117(5)  and  may  cause  their 
complete  obliteration.  Microscopic  examination  shows  that  these  patches  are 
due  to  a  thickening  of  the  inner  coat,  the  connective  tissue  of  the  subendothelial 
layer  being  increased  in  quantity  and  the  new  growl  h  closely  resembling  the  normal 
structure.  In  the  later  stages  of  the  disease  fatty  or  calcareous  degeneration 
occurs  in  the  new  tissue  thus  formed  in  the  inner  coat.  The  first  sign  of  fatty 
degeneration  is  the  appearance  of  yellow  streaks  and  spots  in  the  elevated  patches. 
These  streaks  and  spots  gradually  fuse  together  until  the  whole  mass  assumes  a 
uniform  colour.  The  degeneration  commences  in  the  cells  ;  but  later  on  the  new 
connective  tissue  between  them  also  breaks  down.  Softening  then  commenOes  iu 
various  spots  which  run  together,  till  the  whole  may  be  reduced  to  a  greasy  mass 
consisting  of  fat-granulca  mixed  with  crystals  of  cholesterin  still  covered  superficially 
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by  11.0  innerniost  hyevs  of  the  inner  coat ;  tlicse  are  supposed  to  derive  Iheir  nutrition 
from  the  passing  blood,  and  so  to  escape  degeneration.    This  is  the  condition 
has  gnen  the  nan.e  "atheroma"  to  the  disease,  from  the  porridge-]^^^^ 
ot  the  degenerated  t.ssue.    Still  further  softening  may  occur,  ancl  the  yelK^^^^ 
may  l.quety,  g.vmg  nse  to  the  so-ealled  "  atheromalous  abscess,"  although  the  name 
IS  a  bad  one,  as  no  pus  is  present,    finally,  the  thin  remaining  layer  of  the  inner 
coat  may  give  way,  and  the  fatty  substance  be  discharged  into  the  circdation 
eaving  a  ragged  uuhealthy  excavation  with  undermined  edges,  the  so-called 
"atheromatous  ulcer    (11 G9). 

In  calcareous  degeneration  lime-salts  are  deposited  as  minute  granules  in  the  new 
connective  tissue  of  the  elevated  patches  in  the  inner  coat.  This  chancre  is  preceded 
by  a  fatty  degeneration  of  the  cells.  Finally  a  dense  hard  plate  of  calcareous  matter 
takes  the  place  of  the  original  patch.  If  this  be  treated  with  dduted  acids,  the 
remains  of  tiie  fibrous  tissue  can  be  again  brought  into  view,  but  no  cells  are  to  be 
seen.  This  condition  is  described  as  "  laminar  calcification  "  of  the  artery  (1171, 
1179).  The  calcareous  plates  are  covered  by  a  thin  layer  of  the  inner  coat;  but 
m  the  later  stages  this  wears  away  in  parts,  and  the  calcareous  matter  is  in  aWual 
contact  with  the  blood  (1176).  Coagulation  may  take  place  upon  any  surfaces  from 
which  the  endothelium  has  been  removed,  and  the  clots  may  be  washjd  onwards  and 
cause  obliteration  of  distant  arteries. 

Chronic  endarteritis  is  usually  accompanied  by  degenerative  changes  in  the  other 
coats  of  the  artery,  leading  to  loss  of  elasticity,  which  may  be  followed  by  dilatation 
of  the  affected  vessel  and  the  formation  of  aneurism.    (See  "  zineurisms.") 

Amongst  the  chief  causes  of  atheroma  are  increased  arterial  tension  from  any 
cause,  abuse  of  alcohol,  gout,  and  syphilis. 

Endarteritis  proliferans. — This  name  has  been  applied  to  a  chronic  inflammation 
of  the  large  arteries  sometimes  met  with  as  a  cause  of  gangrene  of  the  extremities. 
The  blocking  of  the  vessel  appears  to  result  from  thickening  of  the  inner  coat,  and 
the  corresponding  veins  may  be  similarly  affected.  The  causes  of  the  disease  are 
uncertain. 

Si/philitic  endarteritis  is  met  with  chiefly  in  the  smaller  arteries,  such  as  those  at 
the  base  of  the  brain  and  in  association  with  chronic  syphilitic  inflammations.  It  is 
characterised  by  chronic  inflammatory  thickening  of  the  intima,  which  may  reach 
such  a  degree  as  almost  to  occlude  the  lumen  of  the  vessel.  The  extent  to  which 
syphi-lis  acts  as  a  cause  of  the  common  form  of  chronic  endarteritis  met  with  in  the 
large  arteries  is  uncertain. 

1168.  Part-*i£__an  aorta,  extensively  affected  with  chronic  endarteritis.  The  inner 
surface,  whidils~m-^Ma:ts(:leeply  -OTiiiklBtly-if^  lowly-raised 
prominences,  but  the^nB&r^iaiieTf  is  intact.  In  part  of  the  specimen  the 
superficial  la^jglis-ef'TTie  intima  have Tieen  reflected  in  order  to  display  the  thick 
inflammatory  deposits  in  its  deeper  layers.  The  outer  and  middle  coats  are 
unaffected. 


1169.  Ibe  low«j;..mrt  of  an  aorta,  with  portions  of  the  common  iliac  arteries. 
In  the  wall  of  tTie'"?n»*%o>,jishort  distance  above  its  bifurcation,  is  a  semilunar 
excavation  placed  across  thev?^et*34Klexten4i^  round  its 
circumference,  and  due  to  the  s^^Ji^ffl^l^^^i^lt;^^  iiiflamraaf^t^^^^s^j^jsit,  over 
which  the  remaining  supe^-fidM'^part  of  the  inn^r'S?T?Pfe>J4ag*gi\'^iii  way.^  Jflie  edges 
of  the  "ulcer"  are,>hfuued,  uneven,  and  slightly  uiidenniueTf?~^*!re  iiiterior  of 
the  rest  of  tha.-<essel  presents  several  opaque,  Mhite,  lowly-raised,  irregular 
swellings,  duau)  chronic  inflammation  of  its  inner  coat.  ^012 

1170.  The  terminatioiroFaFaoitnir^^  common -iliac  arteries, 
the  inner  coat  being  extensively  affectgd^-^w^'l''"'^'^^  ^ 
places  the  inflammatory  dejaasit-^rSTuiulergone  calcification.    Close  above  its 
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are 


bifurcallon  lh3  -rh:>«J|2J»;;i^^ 

i^alaToJy  deposii;  and  loss  of  the  superficial  layer  of  the  .nlima.  012 

^\llJareo.s  plates  have  been  ^^orme^^ 

,p  fV.»  nlntpq  the  eiidothehum  Jui8--tMrppeared,  so  as  to  lea^e  then  surraces 
p     dKe  of  the  lower  V^^m^e^^ 

it  is  showlrWiTouter  and  middle  coats  are  healthy  and  that  Ihe  chronic 
iuflammatory  process  is  confined  to  the  deeper  layers  of  the  mner  coat.  l--^0 

1172.  Portion  of  a  thoracic,  with  the  upper  P^^t  o^,  tlie_  abdominal  aor^^^^^^^^^ 


wious  changes  due  to  chronic  endarteritis.  The  inner  coat  is  ^hi'oughoat  ino  e 
opaque  and  yellow  than  natural.  The  mouth  of  the  coeliac  axis  is  distorted  and 
diiuiuished  in  size  by  the  new  growth  around  it ;  the  superior  mesenteric  artery 
is  completely  obliterated  close  to  its  origin,  and  the  orifice  of  the  left  renal  artery 
is  somewhat  lessened  in  size.  At  the  lower  part  of  the  specimen  some  of  the 
inflammatory  deposits  have  undergone  calcification.  P(\j^Zx^cn^ — „  J-^"^ 
The  inferior  mesenteric  artery  was  also  occluded,  and  the  intestines  were  supplied  chiefly  by 
the  btemorrhoidal  and  pancrealico-duodenal  arteries. 

/T.173.  Two  ])ortions  of  an  aorta,  one  from  the  upper^parfc .  pj  the.,.abdpiuiiial,_tlie 
^         other  from  its- thoracig^di vision,  extensiwl^'affeeted  with  chronic  endarteritis. 
jr     The  remains  of  the  int'ernareoat^are  in  places  cracked  and  fissured  between  the 
calcareous  deposits,  probably  iu  the  preparation  of  the  specimen.    The  mouths  of 
the  larger  vessels  are  misshapen  and  slightly  narrowed.  611 
From  a  patient  who  died  from  rupture  of  an  aneurism  of  the  arch  of  the  aorta. 

1174.  The  ascending  part  of  a  thoracic  aorta  affectedtoanextreme  degree  with 
chroiriTre»4ai±mtiafc^J£^^  coat  being 4eepij''^yrin^f^ran3^^  The 
deeper  parts  of   the  deposB*''T!!E?^^ttr*S^^ 

The  thickness  of  the  inflammatory  deposit  in  the  inner  coat  is  well  seen  in  the 
section  of  the  artery.    The  aortic  valves  are  thickened.  2266 

1175.  An  abdominal  aorta,  with  portions  of  the  common  iliac  arteries,  the  several 
y/       vessels  being  extensively  afi'ected  with  chronic  endarteritis.    The  inflammatory 

deposits  have,  for  the  most  part,  undergone  calcification,  the  inner  coat  being  to 
V/     a  great  extent  replaced  by  calcareous  plates,  so  as  to'  form  an  incomplete  rigid 
tube  within  the  wall  of  the  vessel.    In  several  places  scales  of  earthy  matter  lie 
A/^^  exposed  by  the  loss  of  the  endothelium.   Along  the  cut  edge  the  coats  of  the  aorta 
r'         have  been  separated  from  each  other  for  a  short  distance ;  the  external  coat  is 
not  discernibly  altered,  nor  unnaturally  adherent  to  the  middle  ;  the  inner  and 
middle  coats  are  at  many  points  inseparably  blended.    The  common  iliac  arteries 
are  similarly  affected.    In  the  preparation  of  the  specimen  many  of  the  calcareous 
plates  have  been  cracked  and  project  into  the  vessel.  2148 

1176.  An  aorta,  with  parts  of  the  iliac  arteries,  extensively  affected  with  chronic 
endarteritis.  The  thickening  of  the  inner  coat  is  most  advanced  around  the 
orifices  of  the  small  branches,  so  as  to  form  smooth  circular  elevations,  in  some 
places  as  much  as  1-5  cin.  in  diameter.  In  many  places  the  inflammatory  deposits 
have  undergone  calcification,  the  calcareous  plates  being  extensively  exposed  by 
the  loss  of  the  endothelium.  In  parts  of  the  iliac  arteries  dUtareous  degeneration 
of  the  middle  coat  has  also  occurred.  7670 

From  a  man,  aged  54,  a  ship's  cleric,  who  died  of  pulmonary  tuberculosis.    The  radial  arteries 
were  extensively  affected  with  annular  calcification.    (JJr.  Eastian's  Case-booAs,  Males,  ISUO 

p.  Oo^.)  ' 
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1177.  Au  abclominal  aorta,  witir!!r&-«ieht  commmiJliac  nvforv     T»  k  fu  i 
the  internal  co,^  is  tlnclcgfled-Ja£t  g^^^  ^'""^^ 
endartent.s^  ^^Ti^^^^^^^  have  ,„ostly  uiichTgoue  calcilicTttiou 
borne  ot  the  calcifaed  parts  have  been  broken  across  ui  preparing  the  sJleSlSn 

610 

1178.  Portion  of  a  popliteal  artery,  with  (he  commencement  of  the  anterior  and 
posterior  tibial  arter.es.  The  interior  of  the  first  has  been  rendered  uneven  W 
chronic  mflammation,  and  calcification  of  the  deposits  in  its  n(^  coat  T^^^ 
middle  and  outer  coats  are  unaffected. 

From  a  patient  wLo  died  from  rupture  of  an  aneurism  of  the  aorta. 

1179.  The  lower  part  of  an  aorta,  with  the  commencement  of  the  common  iliac 
arteries,  dried.  Their  interior  is  paved  with  calcareous  plates  of  various  sizes 
tormed  lu  the  internal  coat  by  the  calcification  of  inflammatory  deposits.  1767 

1180.  The  upper  and  lower  ends  of  an  aorta,  with  portions  of  the  common 
^.  ihac  arteries,  dried,  and  exhibiting  similar,  though  Itjss  extensive  chauges.  The 

margins  of  the  aortic  valve-flaps  have,  in  places,  been  made  rigid  by  similar  disease. 

1181.  "T^He~lmTCr--j*a*t--o£_-a]r_a^^^  the^caaoBoii.. iliao  M'tupio&,--daaiLaud 
made  transparent  with  turpentine^---inr^'^¥e^ituations  the  vessels  havebSeiT 
rendered  opaque  by  calcification  of  inflammatory  products^ih.- tlxerr^ttHep-coat. 

1216 

1182.  A  popliteal,  with  parts  of  the  femoral  and  both  tibial  arteries,  extensively 
affected  with  chronic  endarteritis.  The  inner  coat  is  opaque  and  thickened,  and 
on  the  divided  edges  of  the  artery  it  has  been  raised  by  dissection  from  the  middle 
coat.  At  the  upper  part  of  the  ])opliteal  artery  the  inflammatory  products  in  the 
inner  coat  have  accumulated  in  such  amount  as  nearly  to  occlude  the  vessel. 
At  the  middle  of  its  length  the  popliteal  artery  is  nearly  blocked  by  a  small 
adherent  thrombus.  The  posterior  tibial  artery  is  quite  closed  for  4  cm.,  probably 
by  a  thrombus  adherent  to  its  diseased  wall.  4120 

From  a  woman,  73  years  of  age.  Five  weeks  before  admission  to  tlie  bospitiil  the  riglit  foot 
became  excessively  painful,  red,  and  much  swollen.  Tbe  disease  was  treated  aa  erysipela.s. 
On  admission,  tiie  ankle-joint  was  slightly  enlarged  ;  redness  extended  about  halfway  up 
the  log  ;  and  there  were  three  or  four  black  patches  about  the  size  of  a  threepenny  piece,  with  a 
larger  patch  over  the  tendo  Achillis. 

After  death  there  was  found  extensive  disease  of  the  aorta  and  femoral  arteries;  tlie 
viscera  were  pale  and  flabby. 

1183.  An  aorta,  together  with  the  main  arteries  of  the  left  lower  extremity  and 
those  of  the  right  lower  extremity  as  far  as  the  popliteal.  In  its  whole  leuglh 
the  aorta  is  extensively  affected  with  chronic  endarteritis,  which  has  led  tp  the 
formation  of  large  irregular  patches  of  thickening  causiug  considerable  elevations 
on  the  inner  surface  of  the  vessel.  In  many  of  these  patches  the  innermost 
layers  of  the  intima  have  given  way,  and,  by  the  escape  of  the  softened  inflam- 
matory products  beneath,  rough  irregular  depressions  have  been  produced.  In 
many  of  these  ulcers  the  edges  are  distinctly  undermiued.  Over  many  of  the 
patches  loose  fibrinous  deposits  are  adherent  to  the  inner  surface  of  the  vessel. 
Extensive  calcification  has  occurred  in  the  aorta  immediately  above  its  bifurcation 
and  also  in  the  right  common  iliac  artery. 

Along  the  whole  course  of  the  right  femoral  artery  and  that  part  of  the 
popliteal  which  is  preserved  the  inner  coat  is  greatly  thickened,  and  in  many 
places  is  easily  separable  from  the  middle  coat.  The  lumen  is  still  further 
blocked  by  thrombosis,  which,  in  the  popliteal,  has  led  to  the  complete  obUteration 
of  the  vessel. 
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On  the  left  side  the  femoral  and  popliteal  arteries  exhibit  similar  changes,  but 
the  lumen  of  the  popliteal  is  not  completely  obstructed.  :.i.„„;nfr  nf 

In  the  tibial  and  peroneal  arteries  the  lumen  is  nearly  blocked  by  thickonn^g  o^ 
the  wall  of  the  vessel. 
Microscopic  Structure.-^\^^  aorta  shows  a  fibrocellular  orergrowth  of  unequal  f^t^nt  in  tl^ 
subendothelial  layers.  In  those  parts  where  the  overgrowth  is  thickest  it  is  "n^e.go  « 
disintegration  and  ealcification.  Extensive  calcareous  degeneration  is  also  present  m  tlie 
muscle-cells  of  the  middle  coat.  There  is  no  fibrous  overgrowth  m  the  middle  coat  but 
the  outer  coat  is  irregularly  thickened.  In  the  iliac  artery  the  inner  coat  is  irregular  y 
thickened  by  dense  fibrous  tissue,  in  parts  hyaline.  The  tibial  artery  examined  is  nearly 
blocked  by  fibrous  thickening  of  the  iuliina  ;  patches  of  calcareous  de^^eneration  are  present 

in  the  middle  coat.  ~~  „  „       i     , ,  e  nr    tt    ti  • 

From  a  man,  aged  51,  who  was  admitted  into  TJ.  C.  II.  under  the  rare  of  Mr.  Heath  in 
1887.  Tiiere  was  a  history  of  rheumatic  fever,  gonorrhoea,  and  syphilis.  On  admission  t  le 
right  foot  and  the  lower  part  of  the  leg  were  gangrenous,  imputation  was  perfornied  at  the 
junction  of  the  upper  and  middle  thirds  of  the  leg;  the  patient  was  discharged  days  after 
the  operation.  Eleven  months  later  the  patient  was  readmitted  witli  dry  gangrene  of  the  2nd, 
4th,  and  5th  toes  of  the  left  foot ;  no  pulsation  could  be  felt  in  the  arteries  below  the  groin. 
Amputation  was  performed  through  the  metatarsus.  The  flaps  became  gangrenous,  and  death 
occurred  on  the  8tli  day.    (Surg.  Keg.  Eep.  1888,  p.  29,  No.  2691.) 

1184.  An  aorta  as  low  as  the  origin  of  the  superior  mesenteric  artery.  From  its 
commencement  to  the  le\  el  at  which  it  passes  behind  the  diaphragm  the  vessel  is 
extensively  diseased.  The  inner  coat  is  uniformly  thickened,  and  the  inner  surface 
is  tuberculated  and  marked  by  longitudinal  folds  and  furrow  s.  The  endothelium 
appears  to  be  intact,  arid  there  is  no  evidence  of  calcification  or  softening. 
Immediately  above  the  aortic  valve,  the  flaps  of  which  are  thickened,  the  disease 
of  the  aorta  is  less  marked  than  elsewhere.  The  orifice  of  the  right  coronary 
artery  is  dilated  and  that  of  the  left  much  contracted.  The  orifices  of  the 
imiominate  and  left  common  carotid  arteries  are  normal,  but  that  of  the  left 
*(ubclavian  is  completely  occluded  by  an  adherent  plug  of  dense  fibrous  tissue. 
The  orifices  of  the  intercostal  arteries  are  almost  obliterated.  The  disease  of  the 
vessel  terminates,  at  the  level  above  mentioned,  very  abruptly,  the  lower  part  of 
the  aorta  being  to  all  appearance  healthy.  ,•  6962 

Microscopic  Sfructtire. — At  the  junction  of  the  diseased  and  healthy  portions  of  the  artery  it  is 
seen  that  the  thickening  of  the  vessel  results  chiefly  from  chronic  endarteritis,  associated, 
however,  with  a  fibroid  overgrowth  in  the  outer  part  of  the  middle  coat  and  in  the  adventitia. 
Where  the  disease  is  most  advanced  the  wall  of  the  vessel  is  almost  entirely  replaced  by  fibrous 
tissue.    A  well-marked  round-cell  infiltration  surrounds  many  of  the  vasa  vasorum. 

From  a  man,  aged  40,  who  died  suddenly  in  the  Loudon  County  Asylum,  Colney  Hatch,  on 
November  3,  1890.  year  previously  the  tongue  had  been  removed  for  carcinoma  at 
St.  Mary's  Hospital.  There  was  extensive  recurrence  of  the  disease.  The  heart  "was  greatly 
dilated  ;  the  kidneys  were  normal.    (0.  F.  Beadles,  Trans.  Path.  Soc.  vol.  sliv.  1893,  p.  43.) 

1185.  The  lower  part  of  a  popliteal  artery,  together  with  the  tibial  and  peroneal 
arteries  and  some  of  the  arteries  of  the  foot,  from  a  case  of  diabetic  gangrene. 
The  popliteal  artery  is  rigid,  and  its  inner  and  middle  coats  are  uniformly  thickened. 
Irregular  calcareous  deposits  are  present  in  the  middle  coat  and  can  be  recognised 
through  the  intitna. 

Similar  changes  are  seen  in  the  arteries  of  the  leg  and  foot.  The  anterior  tibial 
artery  for  a  distance  of  1  em.  from  its  origin  is  nearly  occluded  by  the  thickening 
of  its  wall,  and  in  its  lower  half  the  vessel  is  again  partial^'  blocked  by  an  adherent 
thrombus.  The  posterior  tibial  as  far  as  the  origin  of  the  peroneal  "is  completely 
occluded,  but  beyond  this  the  vessel  is  dilated  and  contains  adherent  clot-  in  the 
rest  of  its  extent  the  vessel  forms  an  almost  solid  cord.  The  peroneal  arterv  in 
Its  whole  length  is  rendered  impervious  by  adherent  clot. 
MicTOHcopic  SlmctuTC.~Th^  inner  coat  is  thickened.  The  thickening  concerns  chiefly  tlie 
subendothelial  layer,  and  results  from  an  overgrowth  of  fibriUated  and  cellular  tissue  Tiie 

Sltr'eotTa'tter.^'  ^'^^  ""^'^^^  "'"'^  '''''  ^^P^^^-  of 

From  a  man,  aged  48,  who  was  admitted  into  U.  C.H.  in  September  1891,  for  gangrene  of 
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the  middle  too  of  tlio  v\ght  fcoh  of  a  wcoU's  d„ral,ion,  following  abrasion  of  tl,o  too  On 
aduu83>on  tlie  foot  was  red  nluu.st  a.  far  as  the  nialleoli.  Tim  urine  mo  Lred  about") 
ounces  da.l.y ;  sp.  gr.  lUlU ;  22-1  to  SU'S  grains  of  sugar  to  the  ounce.  I,  "  p  o  o  Irea  me'nt 
the  gnngrono  slowly  sp,;,,ad.  Amputati.m  was  pcM-forn.ed  above  the  condylei  of  e  lb,  W 
l.e  circular  u.ethod  Except  at  one  spot.  tl,.  wound  healed  by  first  intention.  In  O b  ^ 
Ibt  J  paueu  was  in  lan-ly  good  health,  but  the  urine  st,ll  contained  a  large  quantity  of  suSr 

vo    kxvi  "^'^  '  ""'^  '^^^  '^^  ■ 


TUKOMBOSIS  A.XD  EiMBOLISSI. 

Thromlmis  occasionally  oectirs  in  the  large  arteries,  but  much  less  frequently 
than  in  the  veins.  It  is  most  commonly  the  result  of  chronic  arterial  disease,  anil 
may  thus  be  the  (leterminins  cause  ol:  gangrene  (11  SO).  Arterial  thrombosis  may 
also  result  from  injury  of  the  vessel-wall  or  from  iuflammatory  conditions  in  the 
surrounding  tissues  (1188).  In  some  cases  the  cause  is  obscure  and  in  others 
the  thrombosis  occurs  in  the  course  of  infective  diseases  without  any  evidence  of 
disease  ol  the  vessel-wall. 

Embolism  ol  the  large  arteries  is  an  important  cause  of  gangrene  of  the  extremities 
(1180);  the  obstruction  of  the  vessel  being  tlie  result  partlv  of  the  embolus  and 
partly  ol  the  thrombus  extending  from  it.  Aneurism  may  also  result  from  the 
arteritis  caused  by  the  lodgment  of  an  infective  embolus  in  the  vessel  (1255). 

1186.  The  lower  portion  of  a  brachial  artery,  with  the  upper  parts  of  its  main  divi- 
sions, from  a  case  of  spontaneous  gangrene  of  the  arm.  The  artery  is  filled  w  ith 
a  cyhndrical  laminar  clot,  which  extends  for  a  short  way  into  its  radial  and  ulnar 
divisions,  and  is  firmly  adherent  by  its  upper  end  to  the  inner  coat  of  the  artery. 
The  walls  of  the  artery,  especially  opposite  the  adherent  part  of  the  clot,  appear 
to  be  swollen  and  are  contracted.  3744 

The  thrombosis  was  probably  secondary  to  inflammation  of  the  arterial  coats. 

1187.  The  axillary  and  brachial  arteries,  the  main  branches  of  the  former  arising 
unnaturally  close  together.  The  upper  part  of  the  brachial  artery  is  tilled  wilh  a 
coagidum,  from  which  stunted  processes  are  continued  into  the  larger  branches. 
The  peripheral  portion  of  the  clot  is  firm  and  laminated,  and  forms  a  tube 
enclosing  the  more  central  part,  which  is  loose  and  flocculeut  or  granular.  Below 
the  termination  of  the  coagulum  the  inner  surface  of  the  artery  presents  a  slightly 
tuberculated  appearance.  1797 

In  the  recent  state  the  lower  part  of  the  vessel  contained  a  slender  clot  which  was  probably  of 
j)Ost  mortem  origin. 

1188.  -A-  left  external  iliac  artery,  together  with  the  termination  of  the  common  iliac 
and  part  of  the  internal  iliac  artery,  with  the  external  iliac  vein  and  the  adjacent 
part  of  the  peritoneum  and  abdominal  wall.  The  termination  of  the  common  iliac 
arterv  and  the  part  of  the  internal  iliac  preserved  are  normal.  Prom  a  point 
1  cm.  below  its  origin  the  external  iliac  artery  is  completely  occluded  for  a  distance 
of  nearly  8  cm.  and  converted  into  a  small  pigmented  fibrous  cord ;  the  surrounding 
tissues  are  thickened.  The  vein  is  similarly  occluded  in  the  lower  3  cm.  of  the 
portion  shown  ;  its  highest  point  of  occlusion  is  opposite  the  lowest  point  of  the 
oblitei-ated  artery.  Tlie  peritoneum  is  thickened,  and  coated  with  a  thin  mem- 
branous layer  of  exudation.  4098 

Tlie  obliteration  of  the  vessels  probably  resulted  from  thrombosis  consequent  upon  some 
inflanmuitory  condition  in  tlic  surrounding  tissues. 

1189  The  lower  end  of  an  aorta,  together  wilh  the  iliac  and  common  femoral 
arteries,  and  part  of  the  left  femoral  vein.  The  lower  2  cm.  of  the  aoria  conlain 
a  large  partly  decolorised  clot  which  extends  along  the  whole  ieiigih  ot  tlie 
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common  iliac,  external  iliac,  and  common  femoral  o£  the  rigU  cido,  and  into  the 
Sng  0  1  e  superficial 'and  deep  femoral  arteries.  The  thro.nbns  also  extend 
into  he  commencement  of  the  internal  iliac  artery.  On  the  left  side  the  lett 
ei^rn^l  iliac  is  blocked  at  its  origin,  and  from  iUo  upper  end  of  the  d^.  a  e^end  ' 
prolongation  is  contiuned  upwards  through  the  common  iliac  arteiy  nto  t  e 
ior  a  Mhere  it  ioi.>s  the  large  thrombus  above  mentioned.  Tielow  the  thrombus 
eSlnds  far  L  the  orign.  of  the  deep  femoral  artery.  The  left  internal  ihac 
artery  is  thrombosed  at  a  distance  of  2  cm.  from  its  ongin,  the  clot  extendmg  nito 
tlie  gluteal  artery.  The  portion  of  the  left  femoral  vein  preserved  m  the  specimen 
contains  an  adherent  decolorised  clot.  At  all  parts  the  arterial  Malls  appear 
normal. 

From  a  woman,  need  47,  who  had  head  two  attacks  of  acute  rheumatism  A  week  before 
admission  into  U  0.  PI.,  under  the  care  of  Mr.  Heath,  elie  was  .seized  with  severe  pam  and 
loss  of  power  in  the  left  leg  and  foot.  On  admission  the  patient  was  slightly  cyanosed  ;  there 
was  no  cardiac  murmur  ;  the  left  foot  aud  leg  were  purple  and  mottled  as  high  as  the  upper 
third-  no  pulsation  could  be  felt  in  the  left  femoral  artery,  but  the  pulsation  m  the  right 
femoral  was  normal.  A  week  later  the  left  leg  was  gangrenous  as  high  as  the  middle  ;  two  days 
later  no  pulse  could  ba  felt  in  the  riglit  femoral,  but  the  limb  was  warm.  On  the  21st  day  a 
presystolic  murmur  was  audible  at  the  apex;  later  in  the  day  sudden  dypsna'a  occurred  with 
pain"  in  the  right  side  of  the  chest;  this  was  followed  by  rales  over  the  right  lung,  weak 
breathing  and  friction  at  the  base,  and  expectoration  of  pi  urn -coloured  sputum._  During  the 
next  week  the  patient  improved,  and  amjiutation  of  the  leg  was  performed  in  the  upper 
third.  Gangrene  of  the  flaps  ofcurred,  and  patient  died  15  days  after  the  operation.  The 
right  leg  had  become  cold  and  mottled. 

The  left  auricle  was  large  and  hypertrophied,  and  contained  partly  decolorised  and 
adherent  clot.  The  mitral  valve  was  thickened,  but  presented  no  vegetations.  There  wa.s  a 
large  infarct  in  the  lower  lobe  of  the  right  lung.  The  left  renal  artery  was  blocked  at  its 
origin  in  the  aorta.    (Surg.  Reg.  Hep.  1896,  p.  122,  No.  2191.) 

1190.  The  lower  parts  of  an  aorta  and  vena  cava,  together  with  the  large  arteries 
and  veins  of  the  lower  extremities,  extensively  diseased  aud  thrombosed.  The 
lower  9  cm.  of  the  aorta  are  occupied  by  a  firm,  partly  decolorised,  slightly 
adherent  thrombus.  On  the  right  .side  the  clot  is  continued  into  the  iliac  artei-ies, 
and  is  prolonged  into  the  femoral  as  low  as  a  point  3"5  cm.  above  the  origin  of 
the  profunda.  On  the  left,  side  the  clot  is  continued  into  all  the  arteries  of  the 
lower  limb  as  far  as  the  smallest  branches.  The  arterial  walls  are  extensively 
diseased,  and  present  the  characteristic  changes  resulting  from  chronic  endarteritis 
with  calcificalion. 

The  vena  cava  is  normal  and  free  from  clot.  All  the  veins  of  the  left  lower 
extremity  are  lilled  and  distended  v\ith  adherent  dark-coloured  clot,  in  parts 
laminated  and  extending  upwards  to  within  3  cm.  of  the  bifurcation  of  the  vena 
cava.  On  the  right  side  the  condition  of  the  veins  is  the  same,  except  that  tiie 
thrombus  ends  above  in  a  blunted  extremity  at  the  level  of  the  termination 
of  the  deep  femoral  vein.  6819 

From  a  woman,  aged  OR,  who  was  admitted  into  U.  C.  H.  under  the  care  of  Mr.  Marcus  Beck, 
Jan.  25,  1892.  There  was  nothing  of  importance  in  the  previous  historv.  For  nearly  a  year 
there  had  been  swelling  of  the  lower  extremities,  especially  the  left;  I'or  3  months  the' left 
lowe!-  limb  had  been  more  swollen  and  cold.  On  adinis.sion  the  pulse  was  weak  and  compressible, 
and  the  heart  suunds  soft  and  nuilllcd  ;  there  were  rales  on  both  sides  of  the  chest..  The  left 
lower  exiromity  was  cold  to  above  the  level  of  the  knee;  the  epidermis  was  macerated  and 
separating,  leaving  a  raw  surface  exuding  a  thin  fluid.  The  right  foot  was  cold  and  blue 
There  was  a  sore,  as  large  as  the  palm  of  the  hand,  on  the  right  buttock,  and  another  on 
the  left  side  of  the  back.  The  urine  contained  a  trace  of  albumen.  On  Jan.  28  the  ri^ht 
lower  limb  had  become  cold  and  blue  as  high  as  the  knee.  Death  occurred  on  Jan.  SO  The 
heart  weighed  22  ounces  and  there  was  great  hypertrophy  of  the  left  ventricle  (Mr  Beck's 
Case-books,  1892,  vol.  i.  p.  181.) 

1191.  The  lower  part  of  an  abdominal  aorta,  together  with  the  common  iliac 
arteries.  In  its  lower  6  cm_.  the  aorta  is  occupied  by  a  ])artly  decolorised  adherent 
clot,  which  on  the  left  side  is  continued  along  the  common  iliac  artery  and  into  its 
external  and  internal  branches.     On  the  right  side  the  clot  does  not  extend 
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^^?,i;'n'''""''l",'«f.?''\  t'^e  care  of  Dr.  Winstauley,  of  Haslomere  "  At  tI,o 

ZuCnl  ""'^'"^  infl„enza  occurred,  followed  by  herpoa  of  tl.o  labia  .naj..ra  and  pain  a,u 
tenderness  along   .he  course  of  tlie  vessels  in  botli  lower  limbs.    Gangrene  of  bofh  lower 

lel  'lde     fb^ve 'll^  T'"""  T,'  -^'-t  ^ule  as  high  a.f  the  knL  a"!!;  on  1 

ctt  s  fie  to  aboAC  the  knee.    Ihe  patient  died  of  exhaustion.    Patient's  father  was  staled  to 

lor    M  bite  sw  elhng,  and  to  have  died  of  "  gangrene  of  the  other  leg." 


ANEURISM. 

An  aneurism  is  a  bbod  iuinour  eommunipating  witli  an  artery. 
An  aneurism  may  result  from  weakening  of  the  arterial  wall  by  disease  (s))onta- 
neo^is  aneurism)  or  may  follow  injury  {iraumatic  aneurism). 


Spontaneous  ANEUiiiSMS. 

The  following  varieties  of  Spontaneous  Aneurisms  are  met  with  : — 

1.  Fusiform  Aneunsm.—A  dilatation  of  a  limited  segment  of  an  artery  in  its  whole 

circumference  (1193). 

2.  Sacculated  Aneurism. — A  pouch  formed  by  the  dilatation  of  a  limited  part  of 

the  circnmfereuce  of  an  artery  (1263).  A  sacculated  aneurism  may  arise 
in  part  of  an  artery  which  is  already  the  seat  of  a  fusiform  dilatation. 

3.  Dissecting  Aneurism. — A  space  formed  in  the  wall  of  an  artery  by  blood  forcing 

its  way  between  the  coats  through  a  rupture  of  the  internal  layers 
(1235). 

Of  the  above  varieties,  the  sacculated  aneurism  is  by  far  the  most  common,  and  is 
the  only  variety  admitting  of  surgical  interference. 

Chronic  endarteritis  is  the  most  important  cause  of  spontaneous  aneurism  ;  it  is 
the  sole  cause  of  fusiform  and  dissecting  aneurisms,  and  the  most  conimon  cause  of 
sacculated  aneurism.  In  the  latter  case  a  slight  strain  or  other  injury  acting  on  the 
diseased  artery  is  no  doubt  frequently  the  immediate  cause  of  the  formation  of  the 
aneurism.  A  sacculated  aneurism  may  also  result  from  embolic  arteritis  or  from 
iiiflammation  of  the  vessel-wall  by  extension  from  the  surrounding  tissues. 

1.  Fusiform  Aneurism. — If  a  limited  extent  of  an  artery  is  affected  in  its  whole 
circumference  by  any  disease,  such  as  chronic  endarteritis,  which  seriously  diminishes 
its  elasticity,  it  becomes  dilated,  so  that  the  expanded  portion  assumes  a  fusiform 
shape;  or  if  the  dilatation  be  considerable,  and  the  length  of  artery  affected  be  not 
too  great,  the  dilated  part  will  be  globular  in  form.  This  condition  is  spoken  of 
sometimes  as  "Aneurismal  Dilatation"  (1192),  but  \\hen  it  forms  a  tumour  of 
sufficient  size  to  press  upon  surrounding  structures  the  term  "  fusiform  aneurism  "  is 
iiniversallv  applied  to  it.  If  the  dilatation  reaches  any  considerable  size,  it  very 
rarely  maintains  a  regular  fusiform  shape.  Almost  invariably  one  part  will  yield 
more  than  another,  and  I  bus  the  anetirisin  assumes  a  more  or  less  saceidated  form 
(1207).  Sometim.'S  the  sacculated  projection  communicates  ojily  by  a  narrow 
inouTlTwith  the  fusiform  dilatation,  which  it  may  finally  greatly  exceed  in  size,  thus 
formin"-  a  combination  of  the  fusiform  and  saceidated  varieties. 

The  sac  of  a  fusiform  aneurism  is  formed  by  the  wall  of  the  artery,  which  usually 
presents  well-marked  evidences  of  chronic  endarteritis.  It  contains  no  coagula, 
beyond,  perhaps,  such  as  may  form  in  diseased  areas  of  the  inner  coat  or  in 
secondary  pouches  (1193).  ,     j.  •  i  r 

2.  Sacculated  Aneurism.— A  pure  sacculated  aneurism  results  from  a  yioldmg 
of  a  comjiaratively  limited  portion  of  llie  wall  of  an  artery  (1195).    A  pouch-liky 
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projection  is  first  formed  (1 196),  wliich  grailiifilly  iiioroascs,  \vliil(>  thn  opening  into  the 
vessel  undergoes  but  little  alteration.  A  large  sac  of  globular  or  irregular  form 
com-ujunicating  with  the  artery  by  a  more  or  less  narrow  opening  thus  results. 

It  wdi  be  noticed  in  most  specimens  that  the  thinness  of  the  sac  is  not  in  pro- 
portion to  its  size,  so  that  it  is  evident  that  the  greater  part  of  the  tissue  of  the  sac 
is  of  new  formation.  Microscopic  examination  of  a  sac,  of  any  size,  shows  that  the 
middle  coat  of  the  artery  is  not  represented  in  it  at  all,  or  at  most  by  a  few  scattered 
and  isolated  patches  near  the  origin  of  the  sac  from  the  trunk.  The  strui-tures 
forming  the  sac  are,  externally,  dense  fibroid  tissue  produced  by  an.  extremely  chronic 
indammatory  process  affecting  the  external  coat,  and  intei'nally  a  tissue  composed  of 
flat  cells,  and  separated  by  tibrillated  intercellular  substance  resembling  in  every 
respect  the  new  tissue  formed  from  the  inner  coat  in  chronic  endarteritis.  The  wall 
often  shows  patches  of  calcification  like  thosein  diseased  arteries.  As  the  sac  extends 
it  frequently  becomes  very  thin,  and  surrounding  stj'uctures  become  involved  in  the 
chronic  inflammatory  process  set  up  by  its  pressure.  The  sac  is  thus  supplemented 
by  a  layer  of  dense  fibroid  tissue  formed  from  the  fascia  surrounding  it;  and  the 
viscera  or  other  structures  in  the  neighbourhood  become  firmly  adherent  to  it  and 
incorporated  in  its  wall.  The  process  may  at  last  reach  the  skin  or  the  wall  of  some 
hollow  viscus  or  cavity,  which  is  finally  perforated,  and  the  patient  dies  from 
hjemorrhage.  Thus  aneurisms  may  burst  into  the  pleura  (1213),  trachea  (1252), 
oesophagus  (1226). 

Bones  exposed  to  the  pressure  of  an  aneurismal  sac  are  deeply  eroded.  The  sac 
becomes  absorbed,  so  that  the  bare  bone  lies  in  actual  contact  with  the  blood 
(1199).  The  bone  thus,  as  it  wereTenters  into  ttie  tormaliori^bf  the'sa'c. "When'the 
vertebrae  are  thus  implicated,  the  intervertebral  discs  suffer  much  less  than  the 
bone.  Flat  bones  are  often  perforated,  as  the  sternum  (1210).  Nerves  are  at  first 
s^retched  and  irritated ;  but  finally  they  may  be  so  pressed  upon  as  to  become 
atrophied,  and  paralysis  may  result  (1223).  Pressure  on  the  veins  accompanying 
the  affected  arteries  often  causes  their  obliteration,  which  may  give  rise  to  tfangreue 
of  a  limb  (1275). 

The  contents  of  a  sacculated  aneurism  are,  proceeding  from  without  inwards, 
decolorised  fibrin  arranged  in  concentric  layers  (usually  spoken  of  as  the  "laminated 
clot"),  fresh  clot  not  decolorised  or  laminated,  and  liquid  blood.  The  most  external 
layers  of  the  clot  are  the  palest,  and,  in  large  aneurisms,  are  sometimes  found  to  have 
undergone  a  fat  ty  change  and  to  have  become  soft,  or  even  almost  pulpy. 

The  tendency  to  coagulation  of  the  blood  on  the  diseased  wall  of  the  aneurism  is 
constant:  the  clot  tends  to  support  the  wall  and  prevent  the  rapid  extension  of  the 
sac.  If  the  deposit  takes  place  to  such  an  extent  as  to  render  the  wall  strong  enou"h 
to  resist  the  distending  force  of  the  heart,  which  is  the  only  cause  of  the  increase  of 
an  aneurism,  spontaneous  cure  results,  the  sac  becoming  completely  filled  with 
firm  clot  (1198).  The  same  result  would  be  brought  about  by  diminishing  or 
completely  cutting  off  the  distending  force  of  the  heart,  as  in  the  various  forms  of 
surgical  treatment.  Many  specimens  of  the  larger  aneurisms  show  certain  pouches 
of  the  sac  which  have  been  cured  by  becoming  completely  filled  with  laminated  clot, 
while  in  other  parts  the  disease  has  been  proceeding  to  its  fatal  termination. 

It  will  be  seen  that  one  essential  difference  between  a  fnsiforsn  and  a  sacculated 
aneunsm  is  that  the  whole  blood-stream  flows  through  the  former,  whilst  in  the 
latter  the  greater  part  of  the  contained  blood  is  comparatively  stagnant.  Coa-nila, 
therefore,  readily  form  in  sacculated  aneurisuis,  while  it  is  fust  the  reverse  in  the 
tusuorm  variety. 

For  the  permanent  cure  of  an  aneurism  it  is  necessary  that  the  coagulation 
extend  into  the  part  of  the  artery  from  which  the  aneurism  arises,  and  tLt  thS 
part  ot  the  vessel  become  permanently  obliterated 

3  Dissecting  ^r^<;<o7.m -In  a  dissecting  aneurism  the  diseased  inner  coat  is 
suddenly  ruptured,  and  the  blood  forces  its  way  amongst  the  other  coats  The 
ruptirre^in  the  inner  coat  is  always  transverse.    The  blood  most  commonly  splits 
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l^^Hl^  MP-^'T  A  ff  l^^T  ^l^but  t  may  separate  tl.e  outer  coat  from  the 
niKldle  (123o)  After  extending  a  certain  distance  the  blood  may  find  its  way  back 
into  the  vessel  by  again  bursting  through  the  inner  coat,  or  the  external  coat  may 
give  way  causing  fatal  _  extravasation.  Dissecting  aneurism  is  almost  exclusively 
found  m  the  aorta  but  it  may  extend  beyond  the  bifurcation,  or  along  one  of  the 
great  branches  of  the  arch.  ° 

1192.  The  first  parr>T«KtliOTacic  aortn..  /\  ^hr^rt-.  rH.f.^...  origin  the 
aorta  presents  a  slight  dilatatu»rwhiSB:aSect8  the  whole  of  ItTciiWreTwrce,  but 
chiefly  the  convex  side,  and  extends  to  thru]5per-©nd  of  the  portion  shown*  The 
inner  surtace  of  the  vessel  is  rendered  very  irregular  by  chronic  endarteritis.  609 

1192  A.  The  descending  thoracic  and  nearly  the  whole  length  of  the  abdominal 
portions  of  an  aorta.  For  a  distance  of  8  cm.  above  the  origin  of  the  renal 
arteries  the  vessel  presents  a  very  distinct  fusiform  dilatation.  At  a  distance  of 
6  cm.  above  the  origin  of  the  cceliac  axis,  the  diameter  of  the  aorta  measures  2-3 
cm.,  whilst  the  maximum  diameter  of  the  dilated  portion  is  2-8  cm. 

The  transverse  sectiou  of  the  superior  mesenteric  artery  displays  a  thick 
yellow  deposit  beneath  the  intima  of  the  left  side  of  the  vessel,  by  which  the 
lumen  is  reduced  to  about  one-half  its  natural  size.  Similar  deposits  are  seen  in 
the  sections  of  the  two  renal  arteries.  8788 

From  a  man,  aged  63,  who  was  under  the  care  of  Mr.  H.  T.  Price,  of  Maldon,  for  epigastric  p:  in 
after  food  and  constant  feeling  of  abdominal  discomfort.  There  was  marked  epigastric 
pulsation  and  the  presence  of  an  aneurism  of  the  cceliac  axis  was  suspected.  The  exact 
cause  of  death  was  obscure. 

1193.  The  arch  and  part  of  the  descending  aorta,  with  portions  of  the  trachea  and 
oesophagus.  The  thoracic  portion  of  the  aorta  is  diktji(^»to-» iai-ge  aneurismal 
sac,  but  unequally,  the  dilatation  affecting  chiefly  tlVe  anterior  and  inner  sides  of 
the  vessel.  The  ug^egiiniit-^tf^the  sac,  as  seen  from  behind,  is  abrupt,  and  situated 
2  cra^from  the-'orTgin  of  the  left  subclavian  artery.  A  protrusion  of  the  main  sac 
projects  inwards,  so  as  to  displace  the  oesophagus  to  the  right  side  and  compress 
the  right  bronchus ;  at  this  point  the  sac  appears  to  have  given  wav,  and  an 
irregular  muss  of  clot,  which  has  been  cut  across  in  the  preparation  of  the 
specimen,  surrounds  the  lower  part  of  the  oesophagus. 

1194.  Pnrt  of  the  arch  of  an  aorta.  Immediately  behind  the  origin  of  the 
innominate  artery  is  a  small  aneurism  of  the  aorta,  afi^ecting  all  its  coats.  The 
protrusion  is  of  an  irregularly  oval  form  and  about  1-5  cm.  in  its  longer  diameter ; 
its  mouth  is  deeply  irregular  in  outline,  and,  except  in  one  situation,  the  protru- 
sion diminishes  in  size  beyond  it,  so  as  externally  to  form  an  ill-defined  rising  on 
the  posterior  wall  of  the  aorta.  1314 

1195.  Part  of  a  descendhig  thoracic  aorta.  From  the  vessel  there  project  three 
aneurismal  sacs,  arranged  in  series,  and  nearly  equidistant.  The  middle  of  these 
protrusions  forms  a  small,  somewhat  conical  pouch,  the  mouth  of  which  is  irregular 
in  outline,  and  in  places  scarcely  definable.  The  lowest  protrusion  presents 
similar  characters.  The  highest  is  considerably  larger,  irregularly  hemispherical, 
and  completely  occupied  by  coiigulum,  which,  in  its  deepest  parr,  is  laminar  and 
adherent  to  the  interior  of  the  sac.  The  lowest  aneurism  is  also  filled  with 
coagulum.  The  intima  of  the  aorta  is  thickened  and  deeply  corrugated  by  opaque 
chronic  inflammatory  thickenings.  (See  Dr.  Walshe's  Case-book,  Males,  King, 
1852,  vol.  vii.  p.  138.)  4030 

1196.  Part  of  a  descending  thoracic  aorta,  extensively  affected  with  chronic 
endarteritis.  The  inner  surface  of  the  vessel  presents  numerous  irregular  raised 
vellowish  patches,  produced  by  inflammatory  thickenings  at  tl.e  inner  coat. 
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The  patches  are  smooth,  and  from  one  of  them,  below  the  middle  of  the 
specimen,  the  inner  layers  of  the  iutima  have  been  reflected  in  order  to  expose 
tlie  softening  iuiiammatory  deposit  beneath  them.  Above  the  last-mentioned 
patch  the  inner  surface  of  "the  vessel  presents  a  small  depression  corresponding 
with  a  bulging  externally ;  this  depression  forms  the  centre  of  a  thickened  patch, 
which  around  the  margin  of  the  depression  is  distinctly  puckered  as  if  fi-om^ 
scarring,  7796 

The  specimen  illustrates  the  condition  which  is  probably  oftsn  the  starting  point  of  a  eaceulated 
aneurism.    The  patient  had  granular  contracted  kidneys. 

1197.  A-n  abdominal  aorta,  with  portions  of  the  common  iliac  arteries.  On  the 
front  of  the  aorta,  reaching  from  below  the  coeliac  axis  to  its  bifurcation,  there 
lies  the  sac  of  a  sacculated  aneurism  somewhat  ovale  in  shape,  flattened  antero- 
posteriorlv,  and  in  places  presenting  secondary  protrusions,  which  give  the 
exterior  a  lobulated  character.  The  aorta  has  been  laid  open  from  behind  to 
display  the  mouth  of  the  sac.  Immediately  below  the  mouth  of  the  sac,  for  a 
distance  of  about  3  cm.,  the  inner  coat  is  thickened  from  chronic  inflammation. 
The  orifices  of  the  renal  arteries  are  almost  closed  from  the  contraction  succeeding 
the  inflammatory  changes.  The  aneurism  has  apparently  formed  in  connection 
with  the  superior  mesenteric  artery,  which  passes  directly  forwards  fi-om  the 
upper  part  of  the  sac. 


1198.  The  ascending  poriion  and  arch  of  an  aorta,  together  with  a  sacculated 
aneurism  in  vertical  section.  The  aneurism  springs  from  the  right  side  of  the 
ascending  aorta;  it  is  ovoidal  in  shape  and  communicates  with  the  artery  bv  a 
large  opening  which  reaches  upwards  to  the  origin  of  the  innominate  "artery 
and  measures,_4|5  cm.  in  diameter.  I'he  chief  part  jgf  the  aneurismal  sac  is 
below  the  levelofvitscoramunication  i  I  l|^J||wiiiTI  fl  'f  i  "*n"n1 1'h  I "  1 1 1|  1 1  is  complete 
occupied  by  firm  laimftHwt^M^cIot,  th^p^rffersof  which  are  for  themost  part  of 
dark  brown  colour.  The  reiffis^dgJ^ST  the  interior  of  the  sac  in  the  iieWiibourhood 
of  its  moutii  is  occupied  hy^iOP^mon-laminated  coagulura,  whiclJlias  become 
completely  decolori.se.  1,  b^JjTin  the  recent>...ii^te  was  black.  Th^wall  of  the 
sac  is  thin,  and  fronij^  appearance  of  its  oiiter  sujU'a*rtft-i»S"^idently  been 
separated  l)y  dissecti^from  the  surrounding  structui-es.  The  whole  part  of  the 
aorta  shown  pres^s  on  its-inner  surface  large  irregular  patches  of  calcification, 
over  many  of  wWch  the  endothelium  has  disappeared.  The  disease  of  the  inner 
coat  extends  frfhi  the  aorta  a  short  distance  into  the  innominate  artery.  6475 

From  an  old  pmn,  who  died  of  hypertrophy  of  the  prostate  complicated  with  secondary 
mflammiitiofl  of  the  kidneys.    The  existence  of  the  aneurism  was  unsuspected  during  life. 

1199.  An  aorta  from  the  origin  of  the  innominate  artery,  together  with  the  bodies 
ot  soine  of  the  lower  dorsal  vertebraa^  and  an  aneurism  which  has  formed  from  the 
posterior  wall  of  tlie  aorta.    The  sac  extends  backwards  on  the  left  side  to  the 
roots  of  the  vertebral  spines,  and  is  invested  with  an  adherent  laver  of  pleura 
Ihe  sac  IS  very  nearly  filled  with  clot,  all  parts  of  which  are  lamiuiited,  but  most 
distinctly  those  which  lie  nearest  to  the  wall  of  the  sac.    In  the  present  condition 
ot  the  specnnen,  the  outer  layers  are  rather  darker  than  the  inner,  and  present 
many  lamniae  o    a  brownish  colour;  this  contrast  is  the  reverse  of  that  wS 
was  present  m  the  recent  state,  when  the  more  recent  central  part  of  the  clot 
t -ft'^r         *he  »lder  peripheral  layers.    The  sac  is  indistinguishaWy 
blended  vith  the  surrounding  tissues,  and  evidently  composed  in  part  of  t  I 
ww/t  r"''        ened  by  chronic  inflammation.    The  bodies  of  tl^  vertebrt 
where  tliey  project  into  the  sac,  are  superficially  eroded  ;  the  eroded  surface  it 
IS  covered  by  a  white  membranous  layer,  formed  probably  in  the  rS  o  he 
eroded  surface.    The  intervertebral  disc,  arc  not  obdx.sly  changed.  a^^S  pro ilct 
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proniinently  into  the  sac  between  the  hollovved-out  surfaces  of  the  vertebral 
bodies.  The  mouth  of  the  sac  is  oval,  and  about  2-5  cm.  in  its  chief  diameter. 
Uelovv  this  the  canal  of  the  aorta  is  narrowed  almost  to  obliteration  bv  the 
projection  of  the  sac  on  its  sides.  ^ 

12ji0f^rt  of  a  large  buff-coloured  coagulum  from  an  aneurismal  sac.  Its  convex 
^urtace  is  uneven  and  curved  in  a  manner  corresponding  with  the  interior  of 
the  sac  within  wl«<bit  lay.  The  coagulum  has  a  laminated  construction,  being 
iormed  by  closely-apptl^^et  readily  separable,  layers  of  fibrin,  in  general  about 
i  or  2  mm.  in  thickness  ;  l!S^se  laminae  themsgliw*^resent  in  places  a  vet  closer 
laminar  structure,  and  are  seWted  froip^  another  by  semitransparent  lines 
ot  almost  homogeneous  substaiJh^^J^  arrangement  of  the  fibrinous  lamina?, 
as  shown  by  the  section,  is  notj^^^rately  concentric— those  which  are  most 
exterior,  and  formerly  lay  imn^atg^|i;^ithin  the  concavity  of  the  sac,  being 
more  acutely  curved  than  thos^T A-hich  f^^ithe  flattened  or  but  slightly  concave 
opposite  surface,  the  interaMfffiate  layers  belfeg^less  and  less  convex  as  they  have 
come  to  line  the  increasing  shallower  cavity,  aftit-tapering  at  the  edge  so  as  to 
be  semilunar  in  section.  .'  2593 


^^i^tl.  Part  of  a  con:g«lttm-fr,om.  the  sac  of./an  aneurism.    It  is  composed  of  pale 
<  yellow  and  completely  decolorised"  layers  of  fibrin,  the  most  external  of  which 
form  arcs  of  smaller  circles  than  those  situated  more  deeply.    Some  of  the  oldest 
and  more  convex  laminsB  appear.fi'rm  and  horny.  3801 

It  is  about  10  cm,  in 
The  fibrin  forming  it 
'  with  red  or  orange, 
thin  and  delicate, 
isting.    The  edge 
ormed  flakes  and  nodules 
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1203.  Portion  of  a  coagulum  from  the  sac  of  an  aneurism,  partly  separated  by  dis- 
section into  its  component  laminae.  At  the  upper  part  of  the  specimen,  where  the 
separation  has  not  been  made,  the  coagulum  is  firm,  white,  streaked  with  brownish 
yellow,  and  so  compact  as  to  present  only  faint  traces  of  lamination  ;  the  coloured 
portion  (probably  that  most  recently  formed)  has  a  softer  look,  and  is  composed 
of  a  loose  filamentous  fibrinous  substance.  The  separated  laminae  are  white,  and 
form  delicate,  though  firm,  membranous  films.  3777 


AifEURiSMS  or  Special  Aetehies. 

Aneurisms  of  the  Thoracic  Aorta. 

These  may  arise  at  any  part,  but  they  are  most  common  in  the  ascending  aorta 
and  the  arch.  They  may  be  fusiform  or  sacculated,  and  very  frequently  consist  of 
a  saccular  projection  from  a  fusiform  dilatation  of  the  artery.  Dissecting  aneurisms 
occur  almost  exclusively  in  the  aorta.  When  the  aneurism  arises  from  the  ascending 
aorta  it  may  project  into  the  pericardium,  and  finally  burst  into  it  (1215). 
Thoracic  aneurisms  frequently  reach  an  enormous  size,  and  may  even  project  from 
the  cavity  of  the  thorax  either  through  the  sternum  or  through  the  ribs  near  the 
spine,  according  to  the  part  of  the  aorta  from  which  they  spring  (1210).  The  parts 
pressed  upon  by  the  sac  vary  with  the  situation  of  the  aneurism,  the  size  of  tho  sac, 
and  the  direction  in  which  it  is  advancing.    The  most  important  are  the  pulmonary 


ANKURISMS  OF  THE  THORACIC  AORTA.  ' 

artcy  (1217),  the  ve.a  cava  aupenor  -lilfJ-^'^^''^JZ  0^  tt"  mI 
pneumogastric  nerve  aud  ■^-""•^^  ''^-'J/ f^^l^^^;^^).  ,„Jtu,-e  into 

hronoluis  (V223),  and  the  oesonbagiis  {UZH).     ine  aueunsin  i 
trheart  (meX  pericardium    1215),  pulmonary  artery  (^^l^  '  J-^^I.^Voftbe 
pleura  (1213),  lung  (1239),  trachea  (1207),  one  ot  the  bronchi  (1223,  1225),  oi  the 

oesopliagus  (1226). 

1001  The  arch  of  an  aorta,  together  with  parts  of  the  large  branches  arising 
^  tVo/n  it     The  whole  inner  surface  of  the  ve.sel  is  irregularly  tubercula  ed  and 
p^Xr^das  tlJresult  of  chronic  endarteritis.    In  many  pa..s  -1-^^^^^^^ 
occurred,  and  the  calcareous  plates  are  exposed  ^rrt. ^^1.  but  It  tCt 
thelium     The  vessel  does  not  present  any  general  dilatation  but  at  the  ]anctu)n 
o^  thTascLdi^g  aorta  and  thl  arch  the  wall       the  vessel  has  y-Med  -  a 
to  cause  a  distinct  bulging  on  the  convex  aspect  of  the       ^^^^  ,  J^^^^^^^^^^^^^^ 
wall  in  this  situation  is  distinctly  thinner  than  in  other  parts.     The  ijominate 
artery  and  the  origin  of  the  subclavian  are  dilated.    The  mouth  of  the  left 
common  carotid  is  mlch  constricted.    The  aortic  valves  are  healthy.    The  coronary 
arteries  are  stenosed  at  their  origin. 
From  a  man,  aged  49,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Dr.  Roberts  on 
accoun   of 'shortness  of  breath  of  12  months'  duration  and  pam  m  the  clavieular  region 
expending  down  the  npper  limbs.    On  admission  the  patient  was  suffering  from  a  seve  e 
at  ack  of  precordial  pain,  with  profuse  perspiration  and  throbbing  sensations  in  the  head. 
S  "e  was  a  risating^tumour  visible  above  th^  inner  end  of  the  right  clavicle,  with  exp.nsi  e 
pnlsation  and  a  slight  thrill.    The  patient  died  2^  months  after  leaving  the  'o^Ft^l-  J- 
left  ventricle  was  greatly  hypertrophied  and  dilated ;  the  valves  were  normal.    C^^r.  Roberts  s 
Case-books,  Males,  1898,  p.  471.) 

1205  The  ascending  part  and  arch  of  an  aorta  extensively  affected  with  chronic 
endarteritis  and  presenting  two  sacculated  aneurisms.  The  inner  surface  of  the 
vessel  is  the  seat  of  irregular  raised  patches,  in  many  of  which  calcification  has 
occurred.  The  larger  aneurism,  which  is  rounded  in  outline  and  about  7  cm.  in 
diameter,  arises  immediately  above  the  left  posterior  semilunar  flap  of  the  aortic 
valve,  and  communicates  with  the  aorta  by  a  rounded  mouth  5  cm.  in  diameter. 

A  second  much  smaller  aneurism,  about  the  si-ze  of  the  last  segment  of  the 
thumb,  arises  from  the  aorta  close  above  the  anterior  semilunar  flap  and  turns 
downwards  and  to  the  right  above  the  right  posterior  flap.  2118  B 

1206.  Pavt  of  the  ascending  aorta,  including  the  two  posterior  semilunar  flaps  of 
the 'aortic  valve.  From  the  left  posterior  sinus  of  Valsalva  a  sacculated  aneurism 
has  arisen,  and  forms  a  lobulated  tumour  projecting  upwards  for  a  distance  of  4  cm. 
behind  the  ascending  aorta,  where  it  lay  between  that  vessel  and  the  auricles. 
The  mouth  of  the  aneurism,  situated  iu  the  centre  of  the  sinus  of  Valsalva,  is 
nearly  round,  and  about  4  mm.  in  diameter.  The  orifice  of  the  left  coronary 
artery  is  situated  rather  more  than  1  cm.  above  and  to  the  left  of  the  mouth  of 
the  aneurism,  and  the  artery  is  intimately  connected  with  the  anterior  surface  of 
the  sac.    The  aorta  is  the  seat  of  extensive  chronic  endarteritis.  8351 

1207.  The  ascending  portion  and  arch  of  an  aorta,  together  with  part  of  the 
trachea  and  its  bifurcation.  The  aorta  presents  a  well-marked  fusiform  dilatation, 
which  extends  from  the  aortic  valve  to  a  sliort  distance  beyond  the  origin  of 
the  left  subclavian  artery.  Throughout  the  dilatation  the  inner  coat  is  irregularly 
thickened  by  chronic  endarteritis,  and  on  the  mesial  aspect  of  the  ascending 
portion  the  inner  layers  of  the  intima  have  given  way  so  as  to  expose  a  softened 
inflammatory  deposit  beneath  them.  From  the  posterior  aspect  of  the  aortic  arch, 
on  a  level  with  the  origin  of  the  left  subclavian  artery,  a  small  sacculated  aneurism 
has  arisen.  The  aneurism  has  ruptured  into  the  trachea  by  a  transversely 
elongated  aperture  measuring  10  mm.  by  5  mm.,  and  situated  in  the  upper  part 
of  a  prominent  bulging  of  the  aneurism  into  the  trachea.     This  bulging  is 
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wlhi^'^  bifurcation  of  the  trachea  and  in  the  Hue  of  the  ri^ht 

1208.  The  ascending  portion  and  arch  of  an  aorta,  together  with  a  sacculated 

Tn7rTf  "fof  '^^^  ^P^''"S^  "^t^'^-  ^«P«^t  of  the  ascendiul 

aorta;  it  forms  an  irregularly  rounded  tumour  about  6  cm.  in  diameter,  and 
oommnnicates  by  a  very  large  mouth  with  the  interior  of  the  aorta.  The  ac  is 
mcompletHly  filled  with  coagulum,  the  outer  layers  of  which  are  of  a  dark  brown 
colour  and  distinctly  laminated.  At  nearly  all  parts  a  space  exists  between  the 
sac  of  the  aneurism  and  the  coagulum  within  it,  which,  in  its  most  peripheral 
layers,  is  calcified.  The  aorta  is  the  seat  of  chronic  endarteritis  and  presents 
numerous  calcareous  plates.  '  qj-j^^ 

^'ZVq^WV^',^''"         ''t'^J^}^^  V.C.B.,  under  the  cnre  of  Dr.  Einger,  on 

J  in.  IbJU.  ^or  16  years  he  had  had  repeated  attacks  of  gout,  and  for  10  years  shortness 
ot  breath  on  exertion  and  occasional  pain  in  the  chest.  He  hnd  several  times  been  in  hospital 
before  and  18  months  previously  had  been  tapped  for  ascites.  On  admission  there  was 
difficulty  in  breahlug  ;  the  liver  was  enlarged  ;  there  was  fluid  in  the  abdomen;  expansile 
pulsation  and  thrill  could  be  detected  in  the  second  right  intercostal  spnce.  The  urine 
contained  albumen.  Breathing  became  more  difficult  ;  the  abdominal  distension  increased  ; 
and  the  legs  became  cedematous.  Paracentesis  was  performed  several  times.  Death  occurred 
on  bept.  11,  1890.    (Dr.  Ringer's  Case-books,  Males,  1890,  p.  532.) 

1209.  The  heart  and  great  vessels,  with  the  larynx,  trachea,  thyroid  body,  and 
tongue.  The  heart  is  apparently  quite  healthy.  Immediately  above  its  valve 
the  aorta  dilates  into  a  large  aneurismal  sac  of  irregular  form,  extending  as  far 
as  the  origin  of  the  left  subclavian.  As  viewed  from  the  front,  the  sac  is  com- 
posed of  three  lobe-like  portions,  the  largest  of  which  corresponds  with  the 
dilated  ascending  portion  and  arch  of  the  aorta  ;  and  the  highest  reaches 
upwards  into  the  neck  as  far  as  the  lower  border  of  the  thyroid  cartilage.  The 
inner  border  of  the  upper  portion  and  the  upper  border  of  the  main  lobe 
rest  against  the  thyroid  body,  both  the  lateral  lobes  of  which  are  enlarged ;  the 
left  contains  a  cyst.  The  innominate  artery  has  been  stretched  and  flattened 
out  on  the  sac,  and  is  obliterated  as  far  as  its"  bifurcation ;  its  closure  below  is  by 
a  smooth  membranous  layer,  apparently  continuous  with  the  inner  coat  of  the 
vessel,  and  concave,  as  if  adap*^ed  to  the  current  of  blood  passing  from  the  carotid 
into  the  subclavian  artery,  or  vice  versa.  Viewed  from  behind,  the  aneurism  extends 
from  the  aorta  to  the  larynx,  from  which  it  is  separated  by  the  hypertrophied 
thyroid  gland ;  the  left  carotid  artery  on  its  surface  has  been  laid  open,  and  is 
partly  obhterated.  The  left  subclavian  artery  is  of  normal  size  and  lies  in  a 
groove  on  the  lower  part  of  the  sac,  and  though  considerably  compressed,  is  still 
pervious.  The  left  pneumogastric  nerA^e  lies  in  connection  with  the  sac  from  the 
level  of  the  larynx  to  the  aorta,  and  is  deeply  imbedded  in  the  tissues  forming 
the  sac  ;  its  recurrent  branch  lies  in  the  angle  between  the  sac  and  the  trachea, 
and  seems  to  have  been  but  little  compressed. 

The  aorta  leaves  the  lower  part  of  the  sac  abruptly  beyond  the  origin  of  the 
left  subclavian.  In  the  recent  state  the  whole  of  the  sac  lying  in  the  neck  w  as 
filled  with  dense  laminated  fibrin. 

The  patient  was  a  temperate  woman,  41  years  of  age,  admitted  under  the  care  of  Mr.  Hill, 
Sept.  30,  1879. 

An  enlargement  of  the  throat,  more  especially  on  the  left  side,  was  observed  when  she  was 
14  years  of  age  ;  and  six  years  ago  pulsation  was  noticed  in  the  swelling.  About  three  weeks 
before  admi.ssion  the  left  side  of  the  neck  began  to  increase  in  size  very  rapidly,  and  on 
admission  there  was  considerable  anaesthesia  and  loss  of  power  in  the  left  ami. 

During  life  the  swelling  occupied  the  position  of  a  thyroid  tumour;  its  right  and  middle 
parts  were  slightly  elevated  in  deglutition,  but  the  left  not  at  all. 

The  left  lobe  pulsated  strongly  on  admission,  but  was  not  painful;  the  breathing  was 
slightly  impeded  ;  left  pupil  smaller  than  the  right ;  pulse  at  wrist  imperceptible,  and  feeble 
on  the  temple. 

The  patient  was  discharged  from  the  hcspital  in  December  and  died  from  dyspnoea  some 
■weeks  afterwai  ds. 
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1910  The  boues  of  a  thorax,  with  the  arch  of  the  aorta,  dried.    From  the  uppei 
^  pa?t  0    the  aortic  arch  there  springs  a  large,  ova ,  aneunsmal   s.  c  ihe 
a'n t  rior  hllf  of  the  sac  projects  directly  forwards  in  *  -  -'d  ^J'^'^^^^  "^^^ 
fvvn  thirds  of  the  sternum  having  been  completely  absorbed  ,  the  cartuagts  oi 
the  second  and  third  ribs,  however:  project  into  the  sac  without  having  undergone 

^"i'^faS-ta  is  considerably  dilated,  the  dilated  P-^^on,  like  the  ..U 
of  the  aneurism  beinc  hardened  with  irregular  calcareous  plates.    The  sac  has  a 
dLJuct  neaircircular  mouth,  about  4  cm'  in  diameter ;  the  left  subclavian  artery 
arises  from  its  back  towards  the  left  side. 
The  patient  was  only  28  years  of  age. 

1211.  The  arch  of  an  aorta,  together  with  part  of  the  «fernum  and  ribs  dried 
The  ascending  aorta  and  the  adjacent  part  of  the  arch  are  dilated,  and  from 
the  dilated  portion  a  sacculated  aneurism  projects  forwards  and  upwards  ihe 
aneurism  extends  through  the  first  intercostal  space  ot  the  right  side  and  deeply 
notches  the  adjacent  border  of  the  manubrium.  The  cartilages  ot  the  first 
and  second  ribs  project  prominently  into  the  cavity  of  the  aneurism.  _  ihe 
openino-  produced  by  the  aneurism  in  the  chest-wall  measures  2-5  cm.  vertically, 
but  the  superticial  part  of  the  sweUing  considerably  exceeds  this  and  measures 
vertically  6  cm.  S^^'^ 

From  a  man,  aged  47,  who  was  admitted  into  U.  C.  H.  under  the  care  of  Sir  T.  Barlow, 
April  7  1900.  He  had  been  en-jaged  in  very  labonous  work,  and  18  months  betore  admis- 
sion severely  bruised  the  front  of  the  cliest  against  a  heavy  wheel-barrow.  For  12  months 
he  had  suffered  from  shortness  of  breath.  There  was  a  history  of  syphihs.  On  admission  a 
pulsating  tumour  projected  through  the  chest-wall  below  the  right  clavicle  ;  it  had  only  been 
noticed  for  9  davs.  The  aneurism  rapidly  increased  in  size,  and  effusion  took  place  into  the 
right  pleura.    Death  occurred  on  May  6.    (Sir  T.  Barlow's  Case-hooks,  1900,  vol.  u.  p.  181.) 

1212.  An  aorta,  with  the  last  dorsal  and  three  upper  lumbar  vertebrae,  dried. 
Immediately  above  the  sinuses  of  Valsalva  the  aorta  is  expanded  into  an  oval 
aneurism  about  5  cm.  in  length,  which  extends  as  far  as  the  origin  of  the 
innominate  artery.  From  the  aneurismal  sac  to  the  level  of  the  last  dorsal 
vertebra  the  aorta  is  of  normal  size,  and  presented  but  little  sign  of  degeneration; 
below  it  terminates  in  a  large  aneurismal  sac  about  8  cm.  in  its  transverse 
diameter.  The  bodies  of  the  upper  three  lumbar  vertebrae  are  deeply  eroded 
from  the  pressure  of  the  aneurism  ;  the  intervertebral  discs  were  scarcely 
affected.  3673 

The  aneurism  during  life  formed  a  large  pulsating  tumour  in  the  umbilical  and  lower  epigastric 
regions. 


1213.  Part  of  a  vertebral  column,  with  some  of  the  ribs  and  part  of  the  diaphragm 
and  aorta,  dried.  In  front  of  the  spine,  reaching  from  the  tenth  dorsal  vertebra 
to  the  lower  border  of  the  first  lumbar,  is  a  large  thin-walled  aneurismal  sac,  the 
upper  part  of  which  is  covered  by  the  pleura.  The  mouth  of  the  sac  is  oval  and 
measures  only  3  cm.  in  its  longest  diameter.  The  bodies  of  the  last  tv^o  dorsal 
and  the  first  lumbar  vertebrae,  where  they  lie  within  the  sac,  are  superficially 
eroded.  An  extensive  process  of  the  aneurismal  sac  has  passed  into  the  abdomen 
beneath  the  right  ligamenta  arcuata;  above  this  the  front  of  the  sac  is  covered 
by  the  diaphragm.  At  the  upper  port  of  the  right  side  of  the  sac  is  a  ragged 
opening  through  which  the  aneurism  burst  iuto  the  pleura,  causing  rapid  death 
from  suffocation.  (525 

The  patient  had  complained  of  persistent  pain  in  the  back,  which  wa8  considered  to  arise  from 
rheumatism.    No  pulsation  was  recognised  during  life. 

1214.  Eight  upper  dorsal  vertebrae,  with  the  arch  of  the  aorta,  dried.  From 
the  descending  portion  of  the  aorta  there  arises  a  large  aneurisn.al  sac  which 
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projects  backwards  (lirough  the  wall  of  the  thorax  so  as  to  be  somewhat  hour- 
glass-shaped. The  sac  comnumicates  \\ith  the  aorta  by  an  oval  opening  about 
4  cm.  in  its  chief  diameter.  The  bodies  of  the  vertebriB  opposite  the  aneurism 
are  deeply  eroded  ;  the  right  trans\erse  process  and  lamina  of  the  fifth  dorsal 
vertebra  are  completely  destroyed.  The  ribs  from  the  third  to  the  sixth  have 
also  been  destroyed.  In  the  recent  state  the  dura  mater  of  the  spinal  cord  was 
exposed.  The  t,rachea  was  adherent  to  the  front  of  the  sac.  623 
From  a  man,  49  years  of  nge,  who  had  long  complninecl  of  cougli.    Three  jears  before  death  a 

piilsadng  swelhng  was  noticed  below  the  scnpula,  the  swelling  slowly  increasing  in  size. 

Aker  being  a  year  in  the  hospital  he  was  suddenly  seized  with  fatal  hajinoptysis,  bringiug 

np  more  than  two  quarts  of  blood. 

An  ulcerated  opening  was  found  after  death  between  the  trachea  and  the  sac  of  the 

aneurism. 


1215.  Part  of  an  aorta,  with  the  contiguous  part  of  the  left  ventricle.  Above  the 
semilunar  valves  the  internal  coat  of  the  aorta  is  corrugated  and  thickened 
from  chronic  inflammatory  changes  ;  the  thickening  extends  also  for  a  short 
distance  along  the  attached  borders  of  the  aortic  valves.  On  the  convexity  of 
the  vessel,  a  short  distance  above  two  of  the  semilunar  valves,  and  in  the  midst 
of  the  thickening  noticed,  three  small  aneurismal  protrusions  have  been  formed. 
The  largest  of  the  protrusions,  in  which  bristles  have  been  placed,  burst  into  the 
P£n£aTdium.  The  mouth  of  the  sac  is  ragged  and  uneven,  the  inner  coat  ceasing 
abruptly  as  if  ruptured.  The  destruction  of  the  inner  coat  was  probably  due  to 
softening,  resulting  from  the  chronic  endarteritis.  616 

The  patient  fell  down  dead  in  the  street.    The  pericardium  was  found  after  death  distended 
with  blood.    The  heart  was  healthy. 

1216.  The  upper  portion  of  a  heart,  with  part  of  the  arch  of  the  aorta,  from  the 
r  ght  side  of  which  an  aneurism  has  formed.  The  sac  of  the  aneurism  is  some- 
what  globular  in  shape,  and  superiorly  overlaps  the  arch  as  far  as  the  root  of  the 
innominate  artery  ;  its  moulh  is  situated  immediately  above  the  aortic  valve. 

A  ragged  aperture  with  thinned  irregular  edges  marks  the  spot  at  which  the 
aneurism  burst  into  the  right  auricle.  4026 

The  patient  died  suddenly  as  he  was  walking  in  the  street.    (See  'Medical  Times,'  vol.  ii.  1851, 
p.  586.) 

1217.  Part  of  a  heart,  with  portions  of  the  aorta  and  pulmonary  artery.  Projecting 
Irom  the  front  of  the  aorta  at  its  origin  is  the  sac  of  an  aneurism,  about  4  cm.  in 
diameter,  ■which  has  slightly  displaced  the  pulmonary  artery  (in  the  posterior  wall 
of  which  it  forms  a  prominent  convex  projection)  forwards  and  to  the  left  side. 
The  mouth  of  the  aneurism  is  transversely  elhptical,  aboitt  2  cm.  in  diameter,  and 
placed  immediately  above  the  semilunar  valves.  The  aneurism  communicates  with 
the  pulmonary  artery  by  a  well-defined  circular  aperture  in  the  summit  of  the 
eminence  noticed,  the  communication  being  7  mm.  in  diameter,  and  its  edges 
rounded  and  smooth.  Jn  one  situation  the  wall  of  the  aneurism  is  exceedingly 
thin,  and  formed  apparently  only  by  the  visceral  pericardium.  A  short  distance 
above  the  aperture  of  communication  there  is  a  small  patch  of  chronic  endarteritis 
in  the  pulmorary  artery;  similar  patches  exist  also  within  the  aorta  in  the 
neighbourhood  of  its  \alves.  The  heart  and  rest  of  the  aorta  are  apparently 
healthy.  2254 

Ihe  cisease  was  not  discovered  during  life. 

1218.  Pf'rt  of  an  aorta,  with  the  contiguous  part  of  the  heart  and  a  portion  of 
the 'trachea.  The  ascending  portion  andaj:ch-of  the  ain4^i  are  dilated  into  a  large 
globular  sac  about  8  cm.  in  diameter,^^  the  highest  part  of  which  the  large 
branches  arise.  The  dilatation  cease^_SOTiev^h_at_a,bj:uptly  beyond  the  left  subclavian 
artery.    Ihe  interior  of  the  dilated  portion,  as  well  as  the  vessel  beyond,  is  very 

/ 

/ 

/ 
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inouary  artery  fu'e^J^tilthy.  .^^f'^"''''^^  \ 

From  a  patient  underllte^e  of  Dr.  Wal.M  .       g^teUling  1o 

No  ullu  tl/aneurism  or  heart.    Double  sound  over  prominence  ;  louder  m 

'tpSrsi^-roSutp^^robvious.    Dulness  extended.    The  patient  co,nmitted  suidde 
by  cutting  iiis  throat  abou^  a  fortnight  afterwards. 

19iq  A  heart  with  the  arch  of  the  aorta  and  a  large  sacculated  aneurism  which 
l,as  arisen  from  the  latter  behind  and  to  the  right  side  of  the  innoimnate  artery.  J 
The  mouth  of  the  sac  apparently  involves  the  lower  and  right  side  of  the  muomi-  ^ 
nate  artery,  and  the  adjoining  portion  of  the  aortic  arch.  The  sac  is  oval  and 
about  10  cm.  in  diameter  ;  it  overlaps  tbe  first  part  of  the  ascending  aorta  and  has 
displaced  the  trachea  some  way  to  the  left.  The  superior  vena  cava  rests  on  the 
sac  posteriorly,  and  is  adherent  to  it.  Immediately  behind  and  to  tlie  mesial  side 
of  theT^TTiubclavian  artery  an  abnormal  branch  (probably  the  vertebral)  arises 
from  the  aorta.  ^^"^^ 

1220.  A  heart,  together  with  the  great  vessels.  The  ascending  aorta  and  the 
greater  part  of  the  arch  are  involved  in  a  large  aneurism,  the  greatest  extension 
of  which  is  upwards  and  to  the  right.  The  superior  vena  cava,  which  lies  on 
the  posterior  surface  of  the  aneurismal  sac,  has  been  laid  open  ;  in  its  anterior 
wall  is  a  diamond-shaped  opening  by  which  the  vein  communicates  with  the 
interior  of  the  aneurism  ;  the  opening  is  nearly  1  cm.  in  length,  and  its  edges, 
although  thin,  are  rounded  ;  the  lower  end  of  the  opening  is  3-5  cm.  above  the 
termination  of  the  vena  cava.  From  a  short  distance  beyond  its  termination 
the  left  innominate  vein  is  impervious  and  inseparably  blended  with  the  upper 
part  of  tlie  wall  of  the  aneurism.  The  descending  thoracic  aorta  is  extensively 
diseased,  and  near  the  lower  end  of  the  part  preserved  an  extensive  deposit  of 
laminated  clot  is  adherent  to  the  inner  surface  of  the  vessel.  The  heart  is 
large,  and  in  the  recent  state  its  substance  was  soft,  and  the  right  cavities 
were  dilated.  6519 

From  a  man,  aged  61,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Dr.  Ringer,  on 
Oct.  20,  1887,  com|)laining  of  pain  in  the  chest  and  difficulty  in  breathing  of  8  montlis' 
duration.  On  adniission  the  face  was  deeply  cyanosed,  especially  on  tbe  right  side.  The 
right  pupil  was  slightly  larger  than  the  left;  both  sides  of  the  face  perspired  freely. 
Tlie  neck  was  surrounded  by  a  collar  of  oedema,  and  the  right  arm  was  greatly  swollen  and  • 
the  chest-wall  slightly  oedematous.  The  respirations  were  40  and  laboured.  In  the  2nd 
and  3rd  right  intercostal  spaces  there  w;is  deficient  resonance  and  visible  pulsation  ;  over  the 
same  area  a  systolic  thrill  could  be  felt  and  a  continuous  hiirsh  murmur  was  audible. 
Cyanosis  increased  and  death  occiirred  on  Oct.  21.  (Arkle  &  Bradford,  Clin.  Soc.  Trans. 
1889,  vol.  xxii.  p.  69.) 

1221.  A  heart,  with  parts  of  the  great  vessels,  together  with  the  trachea  and  its 
bifurcation.  Springing  from  the  right  and  posterior  aspects  of  the  junction  of 
tlie  ascending  aorta  and  arch  is  a  large  sacculated  aneurism,  which  communicates 
with  the  aorta  by  a  very  wide  rounded  opening  and  is  partly  filled  with  coaguluin. 
The  aneurism  extends  as  far  as  the  origin  of  the  innominate  artery  and  rises  as 
high  as  the  arch  formed  by  this  vessel  and  the  subclavian.  Beyond  the  origin  of 
the  aneurism  the  aorta  is  the  seat  of  chronic  endarteritis. 
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The  superior  vena  cava  lies  on  the  posterior  surface  of  the  aneurism  •  its  inner 
surface  is  covered  wit  h  a  thin  layer  of  adherent  clot,  aud  a  short  distance  above 
Its  termination  the  clot  in  tlie  aneurism  is  exposed  by  ulceration  of  the  wall  of 
the  vein  and  subjacent  sac.  The  opening  is  irregular  and  measures  16  mm.  in  its 
longer,  transverse  diameter.  The  right  subclavian  vein  at  its  termination  is 
blocked  with  coagulum  ;  the  left  innominate  vein  appears  to  have  been  obliterated. 

In  the  anterior  wall  of  the  trachea  and  the  adjacent  part  of  the  right  bronchus 
is  an  ulcerated  surface  measuring  3-5  cm.  by  1-5  cm.  In  the  upper  border  of  the 
ulcer,  one  of  the  cartilaginous  rings  of  the  trachea  is  freely  exposed^  and  imme- 
diately below  this  the  aneurism  has  burst  into  the  air-passage. 

The  outer  and  i)osterior  aspects  of  the  sac  are  inseparably  connected  with 
adherent  pleura  and  lung.  8065 

W.  M.,  n  brewer's  drayinan,  ngecl  40,  was  adiiiittecl  into  U.  0.  H.,  under  the  care  of  Dr.  Ein^er, 
on  June  20,  1898,  complaining  of  cougli,  shortness  of  breath,  a  feeling  of  "  tightness  in  the 
chest,"  and  tenderness  in  front.  On  admission  a  pulsating  tumour  occupied  the  right  half 
of  the  manubrium  and  the  inner  part  of  the  1st,  2nd,  aud  3rd  intercostal  spaces  of  the 
right  side.  No  thrill  could  be  felt  or  murmur  heard  in  the  tumour.  There  was  extensive 
dulness  with  weak  breathing  over  the  whole  of  the  right  side  of  the  chest.  There  was 
increasing  cyanosis  and  some  oedema  of  the  face  and  neck.  On  July  2,  during  a  sudden 
attack  of  dyspnoea,  a  small  quantity  of  blood  was  expectorated  and  the  patient  died  suddenly. 
(Dr.  Einger's  Case-books,  1898,  Males,  p.  518.) 

1222.  The  arch  of  an  aorta,  with  a  small  portion  of  the  front  of  the  trachea,  dried. 
About  4  cm.  from  the  origin  of  the  aorta,  and  arising  from  its  right  side,  is  the 
sac  of  an  aneurism  extending  over  the  whole  of  the  arch  and  involving  its  great 
branches. 

The  innominate  artery  is  exceedingly  short,  from  the  incorporation  of  its  lower 
part  with  the  aneurismal  sac  ;  all  the  branches  have  been  tliickeued  and  made 
opaque  and  hard  by  calciireous  deposits.  Posteriorly  the  sac  has  compressed  and 
become  adherent  to  the  trachea;  and  between  the  tracliea  and  the  aneurism  a  free 
communication  exists.  The  cartilages  bounding  the  largest  of  the  apertures  have 
been  notched  by  ulceration  previously  to  the  rupture  of  the  sac ;  the  other 
apertures  are  most  probably  artificial.  5363  A 

The  patient  died  from  the  bursting  of  the  aneurism  into  the  trachea.  From  the  position  of 
the  sac  it  is  evident  that  a  large  pulsating  tumour  nmst  have  existed  during  life  in  the 
suprasternal  depression  and  beneath  the  sterno-claviculur  articulation  of  the  right  side. 
The  specimen  illustrates  how  an  aneurism  of  the  aorta  may  give  rise  to  such  symptoms  as 
to  be  mistaken  for  one  of  the  innominate  artery. 

1223.  The  arch  of  an  aorta,  with  the  bifurcation  of  the  trachea  and  the  loft 
pue'umogastric  nerve.  Springing  from  the  lower  aspect  of  the  arch,  and  from  the 
greater  length  also  of  the  ascending  aorta,  is  the  sac  of  a  large  aneurism,  which 
has  burst  posteriorly  into  the  left  bronchus. 

The  sac  is  unevenly  oval  in  shape  and  occupies  the  whole  concavity  of  the  arch  ; 
beyond  which  it  projects  on  either  side,  but  chielly  on  the  right,  where  the  trachea 
is  separated  by  it  from  the  aorta  for  about  4  cm.  Anteriorly  the  ascending 
aorta  has  been  laid  open.  The  section  of  its  wail  displays  the  inner  coat  thickened 
and  raised  in  low  wide-spread  sweUifags  by  endarteritis.  The  aneurismal  sac 
contains  a  mass  of  loosely  laminated  fibrin ;  on  the  right  side  it  is  adherent  to 
the  termination  of  the  trachea,  and  has  been  opened  in  dissecting  the  specimen  ; 
the  fibrin  within  it  is  here  firmly  adherent  to  the  interior.  A  second  opening  has 
been  cut  in  the  back  of  the  sac  on  the  other  side  of  the  trachea. 

The  aperture  in  the  left  bronchus  is  oval,  about  5  mm.  m  length,  placed  across 
the  bronchus,  and  has  a  shreddy  ulcerated  border ;  the  brouchus  is  bub  httle 

altered  in  shape.  ^    „     ,  .       j-     i  i  i 

The  pneumot-astric  nerve  is  adherent  to  the  front  of  the  sac,  immediately  below 
the  origin  of  the  left  subclavian,  and  has  apparently  been  compressed  by  it.  ^^^^ 
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1224  The  arch  and  descending  thoracic  aorta,  and  portions  of  the  trachea  and 
isophams.  An  aneurism  hat  for.ncd  on  the  front  of  the  ^f^ta  about  5  cm 
Snd  the  ori^^ia  of  the  left  subclavian  artery  and  be  ow  the  biturcat  on  ot 
the  trachea.  The  sac  is  somevvhat  ovoidal  and  lies  behind  and  below  the  left 
l^^onchurwith  which  it  lias  become  inti.nately  adherent,  the  surroundmg  .ssues 
hZg  co^sohdated  and  combined  with  it.  The  co.ophagus  is  displaced  to  the 
right  side,  and  its  lumen  presents  a  convex  prominence  m  the  position  ot  tne 

''^"ThT^eurism  communicates  with  the  interior  of  the  aorta  by  an  oval  mouth 
9-5  cm  in  length.  All  the  coats  of  the  vessel  are  apparently  prolonged  into  the 
sac.  immediately  beyond  its  mouth  the  sac  expands  so  as  to  overlap  the 
adioining  portion  of  the  vessel. 

Below  the  mouth  of  the  aneurism  the  wall  of  the  aorta  presents  a  semilunar 
fold  as  thou'^h  a  second  protrusion  were  in  process  of  formation.  The  interior 
of  the  aorta  Is  in  several  places  wrinkled  by  irregular  thickening  of  its  inner 

^''lii  the  back  of  the  left  bronchus  is  a  large,  irregular,  ulcerated  aperture,  im- 
perfectly closed  with  a  layer  of  tibrin,  through  which  fatal  hajmorrhage  occurred 
from  the  aneurism.  The  left  vagus  nerve  passes  through  the  consolidated  areolar 
tissue  forming  the  sac  of  fEe  aneurism.  5363  B 

The  patient,  a  convict-warder,  aged  38,  was  admitted  into  St.  Bartholomew's  Hospital,  Chathnin, 
Sept.  7,  1870,  suffering  from  pleurisy  in  the  left  side.  After  a  few  days  he  was  better,  but 
general  dulness  in  the  left  side  of  the  thorax  remained,  and  respiratory  sounds  were  scarcely 
audible.  Obstinale  vomiting  set  in,  having  no  relation  to  the  time  of  taking  food,  and 
unamenable  to  treatinent  Repeated  physical  examination  of  the  thorax  and  abdomen  gave 
no  evidence  of  disease  beyond  those  above  noted.  On  Oct.  21,  whilst  attending  the  ministra- 
tions of  his  priest,  he  was  seized  with  sudden  and  e.'icessive  hnsmoptysis,  from  which  he  died. 

After  death  both  the  lungs  were  found  adherent;  the  right  was  emphysematous,  the  left 
in  an  advanced  stage  of  pneumonia.  The  lieart,  liver,  and  kidneys  were  healthy.  The 
stomach  contained  about  a  pint  of  black  clotted  blood  (swallowed  ?) ;  there  was  no  ulcer  or 
other  disease.  The  oesophagus  was  adherent  to  tlie  aneurism,  but  was  healthy.  The  vomiting 
possibly  arose  from  irritation  of  the  right  pneuraogastric.  The  physical  signs  observed 
in  the  left  side  were  due  to  obstruction  to  the  entrance  of  air  from  pressure  ou  the  left 
bronchus. 

1225.  Part  of  a  thoracic  aorta,  together  with  portions  of  the  oesophagus  and  the 
trachea  with  its  bifurcation.  A  small  sacculated  aneurism  springs  from  the  aorta 
at  a  distance  of  3  cm.  beyond  the  origin  of  the  left  subclavian  ai'ter}^,  and 
communicates  with  the  aorta  by  a  relatively  large  rounded  mouth.  The  aorta, 
especially  in  its  upper  part,  is  the  seat  of  chronic  endarteritis. 

The  aneurism  has  forced  its  way  between  the  oesophagus  and  the  trachea, 
projecting  into  both  of  them.  In  the  oesophagus  the  bulging  formed  by  the 
aneurism  takes  the  forin  of  a  smooth  rounded  elevation,  over  which  the  mucous 
membrane  is  smoothly  stretched,  but  not  ulcerated.  A  section  through  the 
projection  of  the  aneurism  into  the  oesophagus  displays  the  laminated  clot  by 
which  the  sac  is  almost  completely  filled.  The  projection  of  the  aneurism  into 
the  trachea,  immediately  above  its  bifurcation,  is  much  less  evident  than  that 
into  the  oesophagus.  In  the  right  bronchus,  ulceration  has  occurred  followed  by 
rupture ;  the  perforation  is  nearly  round,  and  measures  about  5  mm.  in  diameter. 

7436 

Frcim  a  man,  aged  42,  who  was  admitted  into  U.  0.  H.,  under  the  care  of  Dr.  Roberts,  Feb.  3, 
1895.  On  the  evening  befcJlre  admission,  while  at  work,  a  sudden  fit  of  coughing  occurred 
attended  with  a  choking  sensation  and  the  expectoration  of  one  or  two  mouthfuls  of  blood. 
The  previous  health  had  been  good.  On  admission  the  patient  was  collapsed  and  cyanosed] 
and  the  breathing  was  rapid  and  shallow.  Large  bubbling  rales  were  audible  ou  both  sides  of 
the  chest.  On  several  occasions  Email  quantities  of  blood  were  expectorated  mixed  with 
yellowish  viscid  sputum.  There  were  no  characteristic  physical  signs  in  the  chest.  On 
March  7  death  occurred  suddenly  from  hremoptysis  while  the  patient  was  dressing  himself. 
(Dr.  Roberts  8  Case-books,  1895,  vol.  i.  p.  228.) 
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1226.  Part  of  an  aorta,  with  tlie  bifurcation  of  the  trachea  and  a  portion  of  tlie 
oesophagus.  Nearly  3  cm.  beyond  the  origin  of  the  left  subclavian  artery  tlie 
posterior  and  right  wall  of  the  norta  has  been  dilated  into  the  sac  of  an  aneurism 
which  has  become  adherent  to  and  burst  into  the  ceso])hagus  about  2  cm.  above 
the  bifurcation  of  the  trachea.  The  sac  of  the  aneurism  is  globular,  and  has  a 
diameter  of  about  5  cm.;  its  interior  is  lined  with  a  thin  laminated  filmnous 
layer,  which  appears  in  great  part  to  ha\e  been  removed.  A  piece  of  glass  has 
been. passed  from  the  aneurism  into  the  oesophagus,  through  the  aperture  noticed; 
the  ulcerated  opening  is  about  8  mm.  in  diameter;  the  ulceration  has  spread 
sjightly  further  in  the  mucous  membrane  than  in  the  submucous  and  muscular 
tissue.  5252 

A  gentleman,  ngecl  38,  of  aclive  habits,  had  some  pain  about  his  chest  for  throe  months  before 
death  ;  this  increased :  somewhat  striduloua  voice,  increased  duhies.s,  but  very  few  symptoms. 
Ho  became  worse  and  suddenlv  vomited  a  large  quantity  of  blood  and  died.  (Trans.  Path.  Soc. 
18G6,  vol.  xvii.  p.  110.) 

527.  Part  of  a  thoracic  aorta,  together  with  parts  of  the  trachea  and  oesophagus. 
The  interior  of  the  aorta  is  throughout  deeply  corrugated  and  raised  by 
thickening  of  its  coats  in  irregularly  oval  circular  swellings,  which  are  in  ])laces 
spotted  with  yellow  calcareous  deposits.  A  short  distance  beyond  the  origin  of 
the  left  subclavian  artery,  and  from  the  right  side  of  the  aorta,  an  aiieurismal 
sac  has  been  formed,  the  mouth  of  which  includes  about  half  the  circumference 
of  the  vessel. 

The  sac  diminishes  in  size  from  its  mouth  so  as  to  be  somewhat  bell-shaped  ; 
at  its  apex  is  a  longitudinal  rent  2-5  cm.  in  length,  by  which  it  opens  into  the 
contiguous  part  of  the  oesophagus.  Opposite  the  rupture  the  sac  is  adherent  to 
the  oesophagus,  the  torn  edges  ot  vvliich  are  thinned  and  constituted  only  bv  the 
mucous  and  submucous  coats  on  which  the  sac  of  the  aneurism  appears  immediately 
to  rest,  the  muscular  coat  having  been  destroyed  by  ulceraticni.  The  mouths  of 
the  large  branches  are  converted  into  slit-like  apertures  by  the  chrouic  inflamma- 
tion about  them.  4035 

1228.  The  arch  of  an  aorta,  with  the  roots  of  its  branches.  The  aorta  presents  the 
ordinary  appearances  of  advanced  endarteritis.  Immediately  beyond  the  origin 
of  the  left  subclavian  branch  is  an  irregular  opening,  due  either  to  rupture  or 
ulceration  of  the  inner  and  middle  coats.  The  opening  is  situated  at  the  upper 
and  anterior  side  of  the  vessel,  has  ragged  undermined  margins,  and  communicates 
with  an  irregular  cavity,  the  walls  of  which  are  apparently  composed  of  the 
stretched  external  coat,  inseparably  blended  with  the  surrounding  tissues.  The 
cavity  is  surrounded  by  a  dense  mass  composed  of  lung  and  bronchial  glands 
combined  by  inflammatory  products.  There  is  distinct  bulging  of  the  left  posterior 
sinus  of  Valsalva.  ' 

The  patient  was  a  Creole,  about  50  years  of  age,  whose  complaint  was  ascribed  to  dyspepsia. 
He  died  suddenly,  having  a  few  hours  previously  declared  himsell'  quite  well.  The  aorta  was 
found  adherent  to  one  of  the  lobes  of  the  lung,  and  a  cyst,  the  walls  of  which  were  lined  with 
layers  of  eoaguluin,  was  formed  in  the  substance  of  the  lung ;  this  sac  had  burst  uito  the 
cavity  ot  the  thorax.  There  were  old  adhesions  between  the  heart  and  pericardium.  During 
life  no  remarkable  pulsation  had  been  obterved. 

1229  Part  of  a  thoracic  aorta,  together  with  the  upper  part  of  the  left  lung. 
Tlie"  aortic  arch  presents  a  general  dilatation,  from  the  upper  part  of  which  the 
la^ee  branches  arise;  the  latter  are  at  their  origins  diminished  m  size  Mnckenmg 
of  th^^urrounding  part  of  the  aorta.  The  Mhgl^.oji  the  dilatation.  presen\a  raised 
interior  irregular  thickening  and.degeneratioft^f  its  inner  coat.  _  Jb-oin  the 
fore  part  omg  general  dilatation,  opposite  the  root"  of  the  subcIavianVrtery 
a  rounded  sac  prmeHragainst  and  is  adherent  to  the  lung ;  at  the  deepesT>H)art 
of  this  «ic  the  walls  of  the  aneurism  have  given  way,  the  blood  having  escaped 


ANEUniSMS  OF  TUB  inOnACIC  AOUTA. 


45 


for  some  distance  iuto  the  pulmonary  tissue.  The  pleura  over  this  part  is 
thickened  and  covered  with  inHammatory  exudation,  long  shreds  oi  which  hang 
from  its  surface. 

12'^0  Part  of  a  spinal  column,  with  the  ribs  and  aorta,  dried.  The  aorta,  from 
inmiediately  beyond  its  arch  to  the  origin  of  the  superior  mesenteric  artery,  is 
dilated  into  a  wide  sacculated  tube,  and  increased  in  length,  describing  a  long  curve 
to  the  left  The  dilatation  is  greatest  immediately  above  the  diaphragm.  At 
the  summit  of  the  curvature  the  left  side  of  the  sac  is  extremely  thin  and 
presents  a  large  aperture,  through  which  the  aneurism  probably  ruptured  into 
the  left  pleura.  Numerous  opaque  calcareous  patches  are  scattered  over  the 
entire  length  of  the  vessel.  "^^^^ 

1231.  The  whole  of  a  thoracic,  with  part  of  the  abdominal,  aorta,  and  some  of  the 
lower  dorsal  vertebrae.  ,       n        ,  ,i 

A  o-lobular  aneurismal  sac,  about  8  cm.  m  diameter,  has  formed  on  the 
posterior  wall  and  right  side  of  the  aorta  immediately  above  the  diaphragm. 

Posteriorly  the  sac  rests  within  a  deep  and  irregular  excavation  which  it  has 
'  '  formed  in  the  vertebrae  lying  behind  it.  The  neck  of  the  sac  involves  about  two 
thirds  of  the  circumference  of  the  aorta  and  nearly  4  cm.  of  its  length  ;  posteriorly 
its  limit  is  ill  defined.  On  its  outer  aspect  the  sac  has  become  adherent  to  the 
contiguous  portion  of  the  right  lung.  The  interior  of  the  sac  appears  to  have 
been  lined  throughout  with  fibrin,  which  is  accumulated  chiefly  within  the  anterior 
concavity  of  the  sac,  vphere  it  forms  a  thick,  though  separable,  discoid  mass.  The 
bodies  of  the  vertebrae  have  been  destroyed  with  much  irregularity ;  the  body  of 
the  highest  projects  unaltered  into  the  upper  part  of  the  sac ;  those  below  are 
deeply  absorbed,  and  the  two  next  succeeding  almost  wholly  removed ;  the 
resulting  excavation  is  ridged  across  its  middle  by  the  remains  of  the  intervertebral 
substance  between  the  bodies.  The  arches  of  the  vertebrae  have  been  removed  ; 
no  change  has  taken  place  in  the  form  of  the  spinal  canal.  1524 

1232.  Part  of  a  descending  thoracic  aorta,  together  with  some  of  the  dorsal  vertebrae 
and  parts  of  the  corresponding  ribs  of  the  left  side.  From  the  posterior  aspect 
of  the  aorta  a  large  sacculated  aneurism  has  arisen,  measuring  ]7  cm.  from  above 

-  down  and  18  cm.  from  side  to  side.    The  mouth  of  the  sac  is  oval  and  measures 
7  cm.  in  length  ;  the-interior  of  the  sac  is  partly  filled  with  laminated  clot.  The 
extension  of  the  aneurism  has  taken  place  more  to  the  left  than  to  the  right  side, 
and  its  surface  is  covered  with  adherent  pleura  and  lung.    The  bodies  of  six  of  the 
dorsal  vertebrae  have  been  more  or  less  extensively  destroyed  by  the  aneurism, 
whilst  the  corresponding  intervertebral  discs,  which  have  escaped  destruction,  form 
a  series  of  prominent  projections  into  the  interior  of  the  sac.    Posteriorly,  on  the 
left  side,  the  aneurism  bulges  through  the  intercostal  spaces,  and  tvvo  of  the 
ribs  have  been  destroyed  in  their  whole  thicknei^s.    The  spinal  canal  has  been 
opened  by  the  removal  of  the  arches,  and  the  cord  with  its  membranes  removed. 
It  is  thus  seen  that  the  pedicles  of  several  of  the  vertebrae  have  been  destroyed 
and  for  a  distance  of  10  cm.  the  clot  in  the  aneurism  is  exposed  in  the  left  wall 
of  the  spinal  canal.    Around  the  mouth  of  the  aneurism  the  inner  surface  of  the 
aorta  is  rendered  irreguLar  by  chronic  endarteritis.  6656 
From  a  soldier,  aged  28,  who  was  admitted  into  U.O.  H.,  under  the  care  of  Dr.  Poore,  Sept  !'> 
1890.    For  a  year  he  had  suffered  from  pain  in  the  back,  thought  to  be  lumbago     On  Aug  2"^' 
1890,  on  trying  to  get  out  of  bed  ho  found  he  had -lost  all  power  in  the  lower  limbs  and 
could  not  pass  his  water  ;  there  was  also  loss  of  control  over  the  motions.    His  condition 
remamed  unchanged  and  the  urine  was  drawn  off  with  a  catlieter.    On  admission  there  was 
complete  loss  of; power  in  the  lower  liinbs,  and  complete  loss  of  sensation  in  the  lower  limbs 
and  in  the  trunras  high  a«  the  ensiform  cartilage  in  front,  the  8th  dorsal  spine  behind  and 
the  ah  intercos  al  space  in  the  '"•d-axillary  lines.    Knee-jerks  were  absent,  and  the  superficial 
reflexes  of  the  lower  limbs  abolished.    There  was  a  distinct  bulging  as  large  as  the  palni  of 
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tho  Iiand  to  t.lie  left,  siclo  of  tho  dorsnl  snino  ■  if  wno        „   i       ■  n  l 

slight  pulsation.  Thoro  was  a  larL  be  -"or'o  ovnr  f  ^n  8em.-ni.r  uatmg  and  the  seat  of 
Tire  swelling  in  the  back  increa  ed  bo  h   n  „  "„  "^'"l  ".e  urine  was  offensive, 

c«.lematous.  Several  attacks  Ts^pe  om  "red  Tn  T  rTTf?'  ""1^-  ''"v'T  '''^^•'""^ 
on  Oct.  0.  The  left  pleura  containe]  a  la  ^e  Less  of  bloTd  Sinn^  T'T  t'^  ''''^'^'^^^ 
was  extensively  ndhei-ent  to  the  left  Imi^  and  X  .?L  f  T  "7'^'  "^^'^  aneuris.u 
(Dr.  Poores  cL-boo/ts,  Males,  ISOrvol.  L  p  filO )  "        ^       '''''  thickened. 

1233.  The  arch  of  an  aorta  together  with  the  large  branches.    From  the  aorta 
immediately  m  front  of  the  origin  of  the  innominate  artery  there  arises  a  sac 

?h  tnornrr'Ti'"''  P^«j-^^^P-^d«  nearlyS  cm.abovVtt  \relw 
the  innoininate.    The  sac  is  oval  m  shape,  and  measures  8  cm.  by  5-5  cm  The 
interior  ot  the  sac,  as  displayed  by  the  section,  is  filled  with  clot ;  the  peripheral 
layers  of  the  clot  are  laminated  and  brownish  in  colour,  whilst  the  part  nearest  to 
the  mouth  of  the  sac  is  not  laminated,  and  in  the  present  condition  of  the 
specunen  is  pale  in  colour.    The  innominate  artery  is  distinctly  dilated,  and  at  its 
origin  involved  in  the  aneurism.    The  lumen  of  the  part  of  the  left  common  carotid 
preserved,  measurmg  7  cm.  in  length,  is  completely  filled  with  firm  coa-^ulum, 
which  extends  down  to  the  origin  of  the  vessel,  but  not  into  the  aorta  ;°at  its 
upper  end  the  vessel  is  completely  obliterated  as  the  result  of  the  application  of  a 
ligature.    The  aorta  shows  well-marked  signs  of  chronic  endarteritis.  7840 
From  a  woman,  aged  61,  who  was  under  the  care  of  Dr.  A.  H.  Robinson,  in  the  Mile  End 
Inhrmary,  in  1890.     She  had  been  under  treatment  for  3  years  for  symptoms  of  aoriic 
aneurism.    In  J uly  1890  there  was  marked  pulsation  with  a  bi-uit  in  the  suprasternal  notch  ■ 
there  was  also  irritating  cough  and  inability  to  lie  down.    After  4  months'  unsuccessful 
treatment  by  rest  and  iodide  of  potassium,  the  left  common  carotid  artery  was  tied  by 
Mr.  Heath  without  an  ana3?thetic.    The  difBeulty  in  breathing  was  considerably  relieved  by 
the  operation,  and  in  February  1891  the  tumour  in  the  suprasternal  notch  was  smaller.  The 
patient  left  the  Inftrmary  on  Aug.  8,  1891 ;  she  was  admitted  into  the  London  Hospital  on 
Sept.  3,  with  a  pulsiting  tumour  at  the  inner  end  of  the  ri.'ht  clavicle,  and  died  suddenly  on 
Nov.  29,  1891.    (Heath,  B.  M.  J.  1898,  vol.  i.  p.  478.)  ^ 


1234.  The  arch  of  an  aorta  with  the  large  branches.  On  the  junction  of  the  ascending 
aorta  and  the  arch  is  situated  a  sacculated  aneurism,  which  is  oval  in  shape,  and 
measures  8  cm.  in  its  longest  diameter.  The  mouth  of  the  sac  extends  up  to,  but 
does  not  involve,  the  origin  of  the  left  common  carotid  artery.  The  origin  of  the 
innominate  is,  however,  included  in  the  mouth  of  the  aneurism ;  the  anterior  w:ill 
of  the  vessel  is,  in  its  whole  length,  lost  in  the  sac,  whilst  the  posterior  aspect  is 
dilated,  forming,  as  it  were,  a  secondary  pouch  on  the  posterior  and  inner  aspect 
of  the  aneurism.  The  sac  of  the  aneurism,  as  displayed  by  the  section,  is  partly 
filled  with  laminated  clot,  having  a  maximum  thickness  of  2  cm.  Prom  the  sac  a 
delicate  cord-like  clot  extends  into  the  innominate  artery. 

At  a  distance  of  8  cm.  above  its  origin,  the  left  common  carotid  artery  is 
obliterated  as  the  result  of  changes  following  the  application  of  a  ligature  ;  below 
this  level  the  vessel  is  plugged  with  coagulum  to  within  1  cm.  of  its  origin. 

The  aorta  is  the  seat  of  well-marked  endarteritis.  8212 

Microscopic  Strm  ture. — The  wall  of  the  sac  is  thin  and  composed  of  fibrous  tissue,  coutiiining  but 
few  cells.  There  is  a  small  round-cell  infiltration  around  the  vessels  of  the  wall.  Lining  the 
sac  is  a  thick  layer  of  laminated  fibrinous  material ;  internal  to  this  a  similar  material  forms 
a  more  open  meshwork  filled  with  blood-cells  and  infiltrated  witli  leucocytes. 

From  a  inpn,  aged  30),  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Dr.  Eoberfs, 
Nov.  4,  1898,  complaining  of  pain  in  the  upper  part  of  the  chest,  especially  on  the  right  side, 
of  about  7  months'  duration.  There  was  slight  bulging  of  the  inner  ends  of  the  first  nud 
second  intercostal  spaces  of  the  right  side,  and  undue  prominence  of  the  right  clavicle.  Over 
the  Sfime  area  there  was  impairment  of  resonance  and  expansile  pulsation. 

On.  Jan.  18,  1899,  Mr.  Heath  tied  the  left  common  carotid  artery  with  silk,  local  anesthesia 
being  produced  by  the  infiltration  method  with  a  solution  of  eucaine,  1  in  1000.  The 
pulsation  in  the  aneurism  is  noted  as  being  slightly  less  on  the  fifth  day  after  the  operation. 
After  Feb.  16  the  temperature  was  constantly  and  irregularly  elevated,  there  was  copious, 
fetid,  purulent  expectoration,  in  which,  on  April  4,  tuberclo  bacilli  were  found.    The  patient 
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Dr.  Koberts's  Case-books,  1899.) 
^0'^^  Part  of  a  heart  with  part  of  the  arch  of  the  aorta.    The  inner  and  middle 
^feat's  of  the  Torta  have  beeJ  ruptured  transversely  2-5  cm  beyond  the  semilunar 
s  to  the  extent  of  at  least  half  the  oTSlTmfe^Snce  of  the  vessel     Aro^n^  tb« 
rent  the  external  coat  is  extensively  separated,  as  if  by  dissection,  from  the  sub- 
iacent  coats  in  the  whole  extent  of  the  portion  of  aorta  shown. 

The  inm^r  surface  of  the  aorta  presents  numerous  raised  yellow  patches 
resulting  from  fatty  degeneration  of  inflammatory  deposits  in  the  inner  coat.^^^^ 

1236  The  arch  and  portion  of  the  descending  thoracic  aorta  which  is  the  seat 
of' a  dissectiii^4a.eurism.  The  inner  coat  is  throughout  tlncWd  and  tubercii- 
lated  from  chroimT-isJJiinimation ;  the  inflaramatoryJiiwrtl^^  have  in  many 
situations  undergone  calcifa'catioi;,^  A  short  Jai-afltrabove  the  semdunar  valves 
the  internal  coat  has  been  rupture*.|eR?^Tra.  The  rent  has  occurred  on  the 
anterior  aspect  of  the  aorta,  -aiildr  except  ■'to.vi.aj.'ds  its  proximal  end,  runsm 
correspondence  with,  the  direction  of  the  vessel:  -  -The  middle  coat  where 
exposecTTs  rough-and  uneven;  some  of  its  deepest  transverse  fibres  have  been 
detached  wifS'the  internal  coat ;  the  edges  of  the  latter  are  curled  inwards.  3669 

1237.  A  heart,  with  the  arch  of  the  aorta  and  parts  of  the  trachea  and  oesophagus, 
the' aorta  being  the  seat  of  a  dissecting  aneurism.  The  aorta  has  been  laid  open 
along  its  anterior  aspect,  as  far  as  a  short  way  beyond  the  origin  of  its  main 
branches  ;  and  the  pulmonary  artery  has  been  partly  divided.  About  3  cm.  above 
the  semilunar  vahes  the  inner  and  middle  coats  of  the  aorta  are  torn  traus- 
versely,  the  rent  extending  almost  completely  round  the  vessel  ;  a  short  distance 
beyond  this  is  a  second  transverse  rent.  The  internal  and  middle  coats  have 
been  separated  from  the  outer,  by  the  blood,  in  the  whole  length  of  the  part  of 
the  aorta  preserved,  but  in  the  lowest  part  the  separation  only  involves  the 
convex  aspect.  In  cutting  open  the  aorta  a  considerable  length  of  the  inner  and 
middle  coats  has  been  divided  longitudinally  ;  the  external  coat  seems  to  have 
been  considerably  stretched. 

The  dissecting  process  has  extended  a  short  way  upwards  in  the  walls  of  the 
innominate  and  left  subclavian  arteries.  4138 

1238.  A  heart,  with  the  arch  of  the  aorta,  the  coats  of  the  aorta  being  extensively 
ruptured  in  a  dissecting  aneurism.  The  inner,  and  incompletely,  the  middle, 
coats  of  the  aorta  have  been  ruptured  transversely  about  5  cm.  above  its  origin. 
From  this  rent  the  blood  has  forced  its  way  upwards  and  downwards  between  the 
coats  of  the  artery,  upwards  to  beyond  the  origin  of  the  left  subclavian  and 
downwards  to  the  sinuses  of  Valsalva.  An  irregular  cut  has  been  made  with  a 
scalpel  from  the  transverse  rent  to  the  level  of  the  valves,  and  one  of  the  flaps 
thus  made  turned  backwards  so  as  to  expose  the  external  coat;  in  the  part  of  the 
external  coat  thus  exposed  is  a  small  aperture  through  which  a  bristle  has  been 
passed;  this  opens  externally  into  the  pericardium.  The  intrapericardial  portion 
of  the  aorta  and  the  whole  surface  of  the  heart  are  covered  wuth  a  thin  layer  of 
coagulated  blood.  The  heart  is  apparently  healthy  ;  the  flaps  of  the  aortic  valve 
(of  which  there  are  but  two)  are  slightly  more  opaque  than  natural ;  there  are 
scarcely  any  traces  of  endarteritis  in  the  vessel. 

About  2  cm.  beyond  the  origin  of  the  left  subclavian  is  a  small  transverse  slit 
in  the  inner  coat  of  the  aorta,  through  which  the  blood  had  burst  again  into  the 
lumen.  5322 

From  a  man,  57  years  of  age,  who  died  suddenly  whilst  walking  in  the  street.    After  death  the 
pericardium  was  found  full  of  blood. 
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1239,  1240.  An  aoria  with  its  bifurcation  and  the  sac  of  a  large  dissectine 
aneurism.  The  sac  extends  upwards  as  far  as  the  origin  of  the  left  subclavian 
and  downwards  passes  froui  the  aorta  along  the  left  common  iliac  artery  as  far  as 
its  bifurcation.  In  its  upper  part  the  aneurism  forms  a  large  tubular  cavity 
having  a  transverse  diameter  of  more  than  5  cm.  At  about  the  level  of  the 
origin  of  the  superior  mesenteric  artery  the  sac  becomes  narrowed,  so  as  to  form 
a  tube  very  little  larger  than  the  aorta  itself.  The  sac  is  lined  by  a  smooth 
niembrane,  so  that  its  inner  surface  resembles  that  of  a  fibroid  artery ;  in  parts 
it  is  covered  with  a  thin  irregular  layer  of  coagulum,  which  forms  a  considerable 
mass  a  short  distance  above  the  lower  extremity  of  the  sac.  In  almost  the  whole 
of  its  extent  the  sac  of  the  dissecting  aneurism  lies  to  the  left  of  and  rather 
behind  the  aorta  itself ;  above  it  communicates  with  the  aorta  by  a  small 
rounded  aperture  a  short  distance  beyond  the  origin  of  the  left  subclavian, 
and  below  by  a  slit-like  opening  with  the  left  common  iliac  artery  immediately 
above  its  bifurcation.  The  left  intercostal,  renal,  and  lumbar  vessels,  with  the 
inferior  mesenteric,  arise  from  the  aneurismal  sac,  opposite  eacli  of  them  being 
an  aperture  into  the  aorta. 

The  upper  part  of  the  aneurism  is,  on  the  left  side,  extensively  covered  by 
adherent  lung  ;  on  the  right  side,  at  a  somewhat  lower  level,  is  a  large  pouch 
which  is  covered  with  adherent  pleura  and  lung,  the  latter  being  infiltrated  with 
blood.  The  aorta,  especially  in  its  abdominal  portion,  presents  evidences  of 
chronic  endarteritis.  7675 

From  a  woman,  aged  43,  who  was  admitted  into  U.  C.  H.,  in  Jan.  1896,  on  account  of  pain  in 
the  middle  of  the  chest,  which  came  on  suddenly  ten  days  before  admission,  and  was  so  severe 
as  to  cause  her  to  fall.  Several  slighter  attacks  of  pain  occurred  while  she  was  in  the 
hospital ;  the  pain  usually  began  in  the  chest  and  extended  down  the  left  side  of  the  abdomen 
into  the  thigh.  There  was  constant  rigidity  of  the  muscles  of  the  left  side  of  the  abdominal 
wall.  A  systolic  murmur  was  heard  over  the  whole  cardiac  area.  Thirteen  days  after  the 
first  attack  of  pain  signs  of  left-sided  pleural  effusion  developed;  33  ounces  of  pui-e  blood 
were  withdrawn  with  an  aspirator.  No  recurrence  of  the  haamothorax  followed,  and  in 
2  months  the  patient  left  the  hospital  and  returned  to  her  household  work,  being  nearly  free 
from  pain.  Nine  months  after  the  onset  of  the  illness,  the  patient  had  an  acute  attack  of  pain 
in  the  chest  and  abdomen,  and  fainted.  On  the  following  day,  while  being  brought  to  the 
hospital  in  a  cab,  she  suddenly  coughed  up  a  little  bright  blood,  and  died  immediately.  At 
the  post-mortem  examination  the  base  of  the  left  pleural  cavity  was  found  to  be  obliterated  by 
adhesion.  The  pouch  of  the  aneurism,  which  projected  into  the  base  of  the  right  lung,  had 
leaked,  and  the  lung-tissue  was  infiltrated  with  blood.  The  right  pleural  cavity  contained 
about  3  pints  of  blood,  which  had  oozed  into  it  from  the  surface  of  the  lung.  (Dr.  G.  E. 
Hunt,  Clin.  Soc.  Trans,  vol.  xxx.  1897,  p.  200.) 


Aneurisms  of  the  Abdominal  Aorta  and  its  hranclies. 

These  most  commonly  spring  from  the  aorta,  near  the  origin  of  one  of  the  large 
branches.  The  cceliac  axis  is  frequently  involved  in  the  dilatation.  Less  commonly 
the  aneurism  is  situated  at  the  bifurcation  {VA-^^).  The  most  severe  effects  of  the 
pressure  of  the  aneurism  are  shown  by  erosion  of  the  bodies  of  the  vertebrae.  The 
mobility  of  the  abdominal  viscera  usually  prevents  their  being  much  affected  by 
the  pressure  of  the  aneurism  until  late  iu  the  disease.  The  sac  may  reach  a  great 
size,  and  finally  rupture  into  the  subperitoneal  tissue  (1244),  peritoneal  cavity, 
intestine,  or  pleura  (1242).  p   ,    ,        ,  i 

Occasionally  the  aneurism  may  spring  from  one  of  the  large  branches,  tlie  mam 
trunk  being  unaffected.  The  artery  most  commonly  affected  is  the  superior 
mesenteric  (12i8). 

124:1.  The  lower  part  of  an  abdominal  aorta,  with  the  common  iliac  arteries,  laid 

open  from  behind.  ,       .     .        ,    j  j  <■        j    „  „o 

The  anterior  wall  of  the  aorta  near  lis  bifurcation  is  protruded  iorwardh  ^o  as 
to  form  a  pouch  on  its  exterior  about  4  cm.  in  diameter.    The  protrusion  is  failed 
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with  a  firm  oval  coagulum ;  the  mouth  of  the  left  common  iliac  artery  is  occluded 
hv  similar  firm  coagulum.  A  third  coagulum  lies  in  the  end  of  the  right  common 
iliac  artery,  which  is  also  bulged  forwards  into  a  shallow  aneurismal  sae._ 

The  inner  coat  of  the  several  vessels  is  thickened  and  mottled^  with  opaque 
white  inflammatory  deposits  ;  in  places  these  have  undergone  calcification.  The 
branches  arising  from  the  upper  end  of  the  portion  of  aorta  shown  are  considerably- 
diminished  in  size  beyond  their  origins  by  thickening  of  their  inner  coats,  and 
open  by  funnel-shaped  mouths  mto  the  main  vessel.  357o 

1242  Part  of  a  descending  thoracic,  with  the  commencement  of  the  abdominal, 
aorta  (laid>p»H.irom  behind),  and  the  sac  of  an  aneurism  which  arises  from  the 
vessel  where  it  fr^^^bfitween  the  pillars  ^JJjA««l*aphTagm,.^  The  form  of  the 
sac  appears  to  have  hee^-^siXmQ^b^f^^^  its  mouth  in\x)lves  nearly  the 
posterior  half  of  the  circmnfeEen?e%f-4hg  vessel.  The  openings  in  the  sac  are 
apparently  artificial.  Tli§  inner  coat  of  thea8PtM4a4hi£iened  by  chronic  endaj- 
ritis.  -  ■        .  5373 

From  a  man,  about  30  yenra  of  age,  of  dissipated  habits.    He  suffered  from  obstinate  constipa- 
tion and  complained  of  spasm  in  the  abdomen  ;  his  special  disease  was  detected  on  examina- 
tion.   Aftei'having  been  a  day  or  two  in  the  liospitiil  he  died  suddenly  in  trying  to  rise. 
After  death  the  aneurism  was  found  to  have  ruptured  into  the  left  pleura. 

1243.  Part  oE  an  aorta,  including  portions  of  its  descending  thoracic  and  abdominal 
divisions,  with  parts  of  the  lumbar  vertebrre.  From  the  posterior  wall  of  th-^ 
aorta,  above  the  level  of  the  origin  of  the  cceliac  axis,  an  aneurism  has  been 
formed,  by  the  pressure  of  Mhich  much  of  the  intervertebral  disc  behind  it, 
together  with  portions  of  the  bodies  above  and  below,  have  been  absorbed. 

The  sac  of  the  aneurism  extends  backwards  for  2-5  cm.,  and  opens  into  the 
aorta  by  a  wide  mouth  somewhat  less  in  its  greatest  diameter.  2077 

1244.  A  sacrum,  together  with  the  last  two  lumbar  vertebrae  and  the  termination  of 
the  aorta.  The  aorta  just  above  the  bifurcation  has  been  dilated  into  an  aneurism, 
which  has  ruptured.  Around  the  extravasated  blood  a  sac- wall,  composed  of  the 
thickened  connective  tissue  of  the  part,  has  been  formed,  the  cavity  reaching 
upwards  so  as  to  surround  the  termination  of  the  aorta  and  the  aneurism,  and 
extending  downwards  in  the  right  half  of  the  hollow  of  the  sacrum  to  its  lower 
border.  The  termination  of  the  vena  cava  and  the  common  iliac  veins  and 
arteries  are  embedded  in  the  tissue  of  the  sac-wall.  621 

From  an  aged  female  subject  brought  into  the  dissecting-room.    Blood  was  found  in  the 
abdomen. 


1245.  An  abdominal  aorta,  with  the  lower  part  of  its  thoracic  division,  and  the  last 
two  dorsal  and  upper  four  lumbar  vertebrjB.  A  large  aneurism  has  been  formed 
from  the  posterior  wall  of  the  aorta  near  the  junction  of  its  thoracic  and 
abdominal  parts. 

The  sac  of  the  aneurism  is  bilobed,  extending  downwards  on  each  side  of  the 
spinal  column  ;  the  portion  on  the  lei't  side  is  much  the  larger,  and  reaches  from 
the  body  of  the  eleventh  dorsal  to  the  lower  margin  of  the  fourth  lumbar  vertebra. 
The  central  portion  of  the  aneurism  lies  on  the  front  of  the  twelfth  dorsal  and 
upper  two  lumbar  vertebra?,  considerable  portions  of  the  bodies  of  wdiich  have 
been  absorbed;  the  intervertebral  discs,  however,  remain  intact,  and  project 
from  the  excavated  surface. 

The  wall  of  the  sac  is  composed  of  dense  fibrous  tissue,  and  appears  to  have 
been  closely  united  with  the  tissues  around.  The  interior  of  the  sac  is  lined 
with  laminated  coagulum,  in  some  situations  nearly  2  cm.  thick.    The  aiierture 
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by  which  the  aneurism  communicatea  with  the  aorta  involves  the  posterior  half  of 
the  circumference  of  the  vessel.  g92 

The  patient  suffered  from  the  disease  for  more  than  a  year,  but  the  existence  of  aneurism  was 
not  suspected  No  pulsation  was  folt.  The  patient  experienced  most  excruciating  pain  in 
the  lower  part  of  the  abdomen,  such  as  to  make  him  start  out  of  bed  and  scream.  He  had  a 
slight  stricture  and  passed  sand  in  his  urine.  A  few  days  before  he  died  a  large  tumour 
presented  itself  on  the  lelt  side  of  Ihe  abdomen.  He  died  with  symptoms  of  internal 
hasmorrhage.  At  the  post  mortem  examination  blood  was  found  effused  between  the 
abdominal  muscles  and  peritoneum,  and  the  viscera  were  covered  with  coaeula.  The  tumour 
had  gireu  way  m  two  places.  The  sac  on  the  right  side  was  full  of  laminated  clot.  The 
kidneys  were  moulded  into  an  unnatural  shape  by  the  pressure  of  the  aneurism.  The  spleen 
and  pancreas  adhered  to  the  sac  so  as  to  form  part  of  its  parietes,  and  a  firm  clot  extended 
into  the  pelns,  compressing  the  bladder.  No  calcification  was  .seen  in  the  arteries  Heart 
healthy. 

1246.  A  portion  of  an  abdominal  aorta,  with  the  right  common  iliac  artery,  in 
section.  From  the  front  of  the  aorta,  immediately  above  its  bifurcation,  there 
projects  a  hemispherical  aneurism  about  4  cm.  in  diameter.  The  mouth  of  the 
aneurism  is  large  and  the  sac  is  completely  filled  with  laminated  coagulum,  which 
does  not,  however,  extend  into  the  lumen  of  the  vessel.  The  inner  coat  of  the 
aorfa  is  irregularly  thickened  from  chronic  inflammation. 

1247.  Part  of  an  aorta  including  portions  of  its  thoracic  and  abdominal  divisions, 
together  with  the  last  three  dorsal  and  upper  three  lumbar  vertebrte.  From  th6 
anterior  aspect  of  the  aorta  between  the  pillars  of  the  diaphragm  an  aneurism 
has  formed  and  projects  forwards  as  an  ovoidal  sac  with  a  vertical  measurement  of 
7  cm.,  and  lined  with  a  thin  layer  of  coagulum.  The  lower  limit  of  the  dilatation 
is  at  the  level  of  the  origin  of  the  renal  arteries,  and  the  superior  mesenteric 
artery  arises  from  the  lower  part  of  the  sac. 

A  second  dilatation  involves  the  posterior  wall  of  the  aorta  and  communicates 
with  the  vessel  by  a  mouth  which  corresponds  in  vertical  extent  with  the  upper 
half  only  of  the  anterior  sac,  and  is  bounded  below  by  a  concave  rounded  border. 
The  posterior  wall  of  this  part  of  the  aneurism  is  formed  by  the  anterior  surface 
of  the  la.st  dorsal  and  first  lumbar  vertebrae.  Both  of  the  vertebrse  are  eroded, 
but  the  upper  of  the  two  much  more  deeply  than  the  low-er ;  the  intervertebral 
disc  between  them,  which  is  less  affected  than  the  bones,  projects  forwards  as  a 
distinct  ridge.  6060 

From  a  soldier,  aged  35,  who  was  admitted  into  TJ.  0.  H.,  under  the  care  of  Ml-.  Heath,  July  3. 
1884.  He  had  complained  of  abdominal  pain  since  an  attack  of  dysentery  in  1880.  On 
admission  there  was  a  pulsating  tumour  in  the  epigastric  region.  On  three  occasions  com- 
pression of  the  aorta  below  the  aneurism  with  a  Lister's  tourniquet  was  practised  under 
chloroform,  but  without  obvious  improvement.  On  July  23  the  relation  of  the  aneurism  was 
ascertained  by  an  exploratory  incision,  but  nothing  further  was  doue.  Death  occurred  on 
July  25.    (Mr.  Heath's  Case-books,  \m4c,  vol.  i,  p.  139.)  . 

1248rTPart  of  an  abdominal  aorta,  with  parts  of  its  visceral  branches!^^  glass 
'  rod  has  been  passed  from  the  aorta  into  a  large  aneurismal  dilatation  of  the 
superior  mesenteric  artery,/- ^ho  artnr-y.is  dilntej!  immediately  beyond  its  origin, 
Tihirh  il  nflBiaiiihfi^^tiiTriTrrThrfl  in  size-by  endarteritis.  The  dilatation  is  about 
6  cm.  in  diameter  and  of  an  elongated  oval  form,  extending  over  about  8  cm.  of 
the  artery,  which  has  apparently  been  increased  in  length  as  well  as  in  circum- 
ference. 

Extern  ally  the  sac  is  b^be4-,-beiiijg  transversely  ridged  within  in  ^  the  situation 
of  an  outer  sulcus.  ^Jbe  interior  of  the  aorta,  which  has  been  laid  open  from 
bohind,  io  vvrinkled  and  jaised-ia  -Aivarty-  ewetliflgs-from  cbroaic  endarteritis.    The  ^ 
interior  of  the  dilated  mesenteric  artery  presents  similar  changes.    Tfie  orificeg^of  ^ 
elite  eoeliac  axis  and  renaLarteries-are'dimiuished  in  size^C-,  ^    ,•     ■  >     ■  2134 

 —    —   I  .  v%>»»»^' 

1249.  Pf^rt  of  the  superior  mesenteric  artery  of  a  Jfiorse,  dilated  into  an  aneurism, 
in  which  lie  numerous  nematoid  worms  {Strongijlus  gigas).     The  external  coat  of 
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the  artery  18  traceable  over  the  whole  of  the  dilatation,  and  is  firm,  white,  and 
considerably  increased  in  thickness.    Beneath  the  thickened  outer  wall  is  a  layer, 
in  iilaces  about  3  mm.  thick,  and  formed  apparently  by  the  hypertrophied  muscular 
and  inner  coats.   The  dilatation  is  partially  occupied  by  a  loose  reticular  coaguiiim 
from  the  interstices  of  which  the  delicate  thread-like  worms  project.  109 J 

1250  A  superior  mesenteric  artery  in  which  a  sacculated  aneurism  has  formed  upon 
the'middle  colic  branch.    The  aneurism  is  rounded  in  outline,  nearly  2-5  cm.  m 
diameter,  and  is  filled  with  dark  laminated  coagulum.  /7o7 
From  a  girl,  aged  17,  who  was  admitted  into  U.  0.  H.  in  June  1896,  suffering  from  aphasia 
and  ricrht  hemiplegia.    While  in  the  hospital  there  was  irregular  iever.    On  Jan.  4,  18'J7,  an 
epileptiform  attack  attended  with  loss  of  consciousness  for  11  hours  occurred.    There  were 
several  attacks  of  hematuria,  the  last  of  3  months'  duration.    On  Feb.  11,  1897,  patient  had 
severe  headache  and  became  unconscious,  and  died  44  hours  after  the  onset  of  the  pain. 

Aneurisms  of  the  basilar  artery  and  the  renal  artery  from  the  same  case  are  preserved  iii 
the  Medical  Series.  There  were  soft  vegetations  on  themiti  al  valve.  (Dr.  Bastian's  Case-Looks, 
1897,  Females,  vol.  ii,  p.  7.) 

1251.  Part  of  a  splenic  artery  upon  which  a  saccukted  aneurism  has  formed.  _  The 
aneurism  is  globular  in  shape,  measuring  1-5  cm.  in  diameter,  and  co-Jimunieates 
with  the  artery  by  an  elliptical  opening.  The  wall  of  the  aneurism  is  extensively 
calcified.  Two  branches,  both  of  which  nre  patent,  arise,  one  close  to  the  neck  of 
the  sac  and  oue  from  the  aneurism  itself.  The  splenic  artery  itself  appears  to  be 
healthy.  (3877 
From  an  old  woman. 


Aneurisms  of  the  Innominftte  Artery. 

These  may  be  fusiform  or  sacculated.  They  are  almost  always  accompanied  by 
dilatation  or  actual  aneurism  of  the  arch  of  the  aorta.  An  innominate  aneurism 
forms  a  pulsating  tumour  behind  the  right  sterno-cLivicular  articulation  and  the 
upper  part  of  the  sternum,  projecting  usually  into  the  hollow  between  the  inner 
ends  of  the  clavicles.  It  exerts  pressure  cliieHy  on  the  innominate  veins  and  the 
trachea.  When  the  tumour  extends  far  upsvarJs  it  may  press  upon  the  recurrent 
laryngeal  nerve. 

1252.  The  arch  of  an  aorta,  with  parts  of  its  main  branches  and  of  the  trachea 
and  casophagus.  The  innominate  artery  has  been  dilated  into  a  large  aneurism, 
no  indication  of  its  original  form  remaining.  From  the  upper  and  posterior 
part  of  the  dilatation  the  right  carotid  and  subclavian  arteries  arise,  the 
root  of  the  latter  being  dilated  so  as  to  add  to  the  main  sac.  The  aneurism  is 
transversely  oval,  and  measures  about  8  cm.  from  before  backwards,  and  is  quite 
filled  with  tough-looking  laminated  coagulum.  In  some  situations  the  wall  of  the 
aneurism  is  very  thin.  The  trachea  and  the  oesophagus  have  been  displaced  to 
the  left  side.  The  internal  jugular  vein  appears  to  have  been  obliterated  by  the 
pressure  of  the  aneurism.  The  aorta  has  been  laid  open  and  part  of  its  concavity 
cut  away ;  it  appears  to  have  been  considerably  dilated,  and  is  extensively 
diseased.  3582 

Death  resulted  from  rupture  of  the  sac  into  the  trachea.    The  coagulum  in  the  sac  at  the  tin-.e 
of  death  was  of  a  dark  red  colour. 

1253.  The  arch  of  an  aorta  and  its  maiu  branches,  with  the  trachea  and  larynx, 
upper  part  of  the  sternum,  and  inner  ends  of  the  clavicles,  dried.  From  the  front 
of  the  innominate  artery  a  large  aneurism  has  been  formed,  the  sac  of  which  is 
irregularly  globular,  compressed  from  before  backwards,  and  about  7  cm.  in  its 
greatest  diameter.  Viewed  from  the  front  the  aneurism  projects  upwards  3-5 
cm.  above  the  sternum;  transversely  it  extends  from  the  blertial  end  of  the  left 
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claviclo  to  2  cm.  beyond  the  right  sterno-claviculav  articulation.  The  trachea  is 
displaced  so  much  to  one  side  that  it  lies  opposite  the  inner  end  of  the  left  clavicle 
A  small  part  of  the  aueuvismal  sac  projects  into  the  first  intercostal  space  of  the 
nglit  side.  I  he  carotid  and  subclavian  arteries  lie  for  some  distance  in  close 
contact  with  the  back  of  the  sac,  and  the  right  innominate  vein  is  closely  adherent 
to  It.    ihere  are  several  small  calcareous  plates  in  the  wall  of  the  aorta.  2710 


1254.  The  arch  of  an  aorta  and  the  large  branches  arising  therefrom  together  wilh 
t  ie  upper  part  of  the  anterior  v^•all  of  the  thorax  and  the  inner  ends  of  the 
clavicles  and  a  large  aneurism  which  has  arisen  from  the  innominate  artery.  The 
aneurism  is  nearly  globular  in  outline  and  measures  12  cm.  in  diameter.  It 
projects  through  the  wall  of  the  thorax  to  the  extent  of  8  cm.  beyond  the  front  of 
the  stei-num,  reaching  downwards  to  the  lower  border  of  the  second  rib  of  the 
right  side  and  forming  above  a  prominent  swelling  in  the  neck,  the  bulk  of  the 
tumour  being  to  the  right  of  the  middle  line.  The  inner  end  of  the  right  clavicle 
IS  embedded  in  the  sac,  and  the  bone  has  been  carried  considerably  forwards  so  as 
to  be  widely  separated  from  the  first  rib.  The  mouth  of  the  aneurism  is  situated 
in  the  anterior  wall  of  the  innominate  artery  and  the  adjacent  part  of  the  aorta; 
it  is  nearly  circular  in  outline,  and  measures  nearly  2  cm.  in  diameter.  In  its 
whole  length  the  innominate  artery  is  greatly  dilated  and  flattened  out  on  the 
posteiior  surface  of  the  aneurism,  and  has  a  trausver,se  measurement  of  4  cm.  In 
the  recent  state  the  cavity  of  the  aneurism  was  occupied  chiefly  by  fluid  blood,  but 
in  its  upper  part  there  is  laminated  and  decolorised  coaguluiu  which  extends  in  a 
thin  layer  over  other  parts  of  the  inner  surface  of  the  sac.  The  arch  of  the  aorta  is 
slightly  dilated  and  presents  extensive  chronic  endarteritis.  Lig.itures  have  been 
applied  to  both  carotid  arteries  aud  to  the  right  axillary  in  the  first  part  of 
its  course.  The  ligature  on  the  right  subclavian  is  clearly  seen  in  the  section 
of  the  vessel ;  it  does  not  appear  to  have  completely  occluded  the  lumen.  8604 

From  a  man,  aged  5(),  a  labourer,  who  was  admitted  into  U.  C.  II.  under  the  care  of  Dr.  Eoberts 
in  May  1900.  There  had  been  cough  and  sliortness  of  breath  for  6  months  and  pain  at  the 
right  side  of  the  root  of  the  neck  for  2  months.  On  admission  tliere  was  a  pulsating  tumotnr 
rising  into  the  neck  in  the  suprasternal  notch  and  above  tlie  right  clavicle,  mo.st  prominent  in 
the  position  of  the  right  eterno-clavicular  joint.  The  right  carotid  pulse  was  much  smaller 
than  the  left;  the  right  vocal  cord  was  immobile  and  in  an  adducted  position;  there  Wiis  a 
brassy  cough.  On  July  10  Mr.  Horsley  lied  the  left  common  carotid  artery  with  silkworni- 
gut.  The  aneurism  steadily  increased,  and  on  July  24  the  right  carotid  artery,  which  was 
very  small,  was  ligatured  under  loi-al  anesthesia  produced  by  eucaine  and  cocaine.  On 
Aug.  20  a  ligature  was  applied  to  the  first  part  of  the  right  axilla7-y  artery  On  Aug.  30  the 
patient  was  transferred  to  the  St.  Pancras  Infirmary  during  the  closing  of  U.  0.  H.  On 
Sept.  2fi  he  was  readmitted,  the  aneurism  having  considerably  increased  in  size.  On  Oct.  14 
Mr.  Johnson  introduced  five  fine  steel  needles  across  the  interior  of  the  sac  ;.the  position  of 
the  needles  was  changed  at  intervals,  and  they  were  removed  at  the  end  of  about  30  hours. 
The  aneurism  rapidly  increased  in  size,  the  dyspnoea  became  more  and  more  urgent  and  deatli 
occurred  on  Nov.  19.    (Mr.  Ilorsley's  Case-hooks,  1900,  p.  80.) 


Aneurisms  of  the  Carotid  Arteries. 

Aneurism  of  the  common  carotid  artery  is  most  frequently  situated  at  the 
bifurcation.  Aneurism  of  the  external  carotid  artery  is  rare  (1255),  and  of  the 
internal  carotid  artery  in  the  neck  very  rare.  Carotid  aneurism  is  relatively  more 
common  in  women  than  other  external  aneurisms  and  occurs  at  an  earlier  age  ;  it  may 
result  from  embolism. 

1255.  The  large  vessels  and  nerves  of  the  right  side  of  the  neck,  together  with  t,he 
tongue,  &c.  A  sacculated  aneurism  has  arisen  from  the  external  carotid  artery, 
the  lower  border  of  the  mouth  of  the  sac  being  situated  about  1  cm.  above  the 
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bifiireatioii  of  the  coinmoii  carotid.  The  sac  measures  nearly  3  cm.  m  its  vertical 
diameter  aud  is  completely  filled  with  firm  laminated  coagulum,  which  in  the 
recent  state  was  red  in  colour.  The  superior  thyroid  artery  arises  below  the 
origin  of  the  aneurism ;  the  facial  aud  Hugual  come  off  by  a  commou  tr.mk  at  its 
auterior  part.  The  hypoglossal  nerve  is  seen  passing  forwards  fi-om  beneath  the 
iuner  border  of  the  aneurism,  aud  its  descendiug  branch  appears  beneath  the  lower 
border  of  the  aneurism. 

The  common  carotid  artery  has  been  ligatured  in  its  continuity  rather  above  the 
middle  of  its  length.  A  longitudinal  section  through  the  vessel  shows  the  divided 
loop  of  the  ligature,  which  completely  occludes  the  artery.  The  coagulum  above 
the  ligature  measures  15  mm.  in  leugth,  and  that  below  5  mm. 
Prom  n,  woman,  aged  23,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Mr.  Heath,  Jan.  7, 
1882.  Since  the  age  of  7  the  patient  had  had  several  attacks  of  rlieiunatism,  and  during  the 
last  12  niontlij  the  joint  swellings  had  been  frequent  and  rheumatic  pains  almost  constant. 
For  some  weeks  there  had  been  frequent  vomiting  and  inability  to  swallow  solid  food. 
On  Dec.  10,  1831,  the  speech  was  noticed  to  be  indistinct,  and  deviation  of  the  tongue  to 
the  right  was  noticed.  On  Dec.  14  a  swelling  as  large  as  a  filbert  was  discovered  near  the 
right  angle  of  the  jaw.  On  admission,  the  patient  was  thin,  weak,  and  antemic ;  the 
aneurism  formed  a  swelling  in  the  neck  of  the  size  and  shape  of  half  a  small  orange  ;  it  was 
very  tense,  and  its  pulsations  were  expansile.  The  right  tonsil  was  pushed  somewhat  inwards, 
and  shght  pulsation  could  be  felt  beneath  it.  The  tongue  deviated  to  the  right  and  the  right 
half  of  the  organ  was  wasted.  There  was  a  mitral  systolic  murmur  audible  at  the  apex  of  the 
heart  and  a  double  aortic  murmur  at  the  base.  On  Jan.  11  the  common  carotid  artery  was 
tied  with  silk.  The  wound  healed  completely  by  first  intention.  On  the  tenth  day  there 
was  no  pulsation  in  the  aneurism,  and  from  this  time  its  size  diuiinished.  The  vomiting 
persisted  after  the  operation.  On  the  33rd  day  after  the  operation  the  patient  complained 
of  sudden  pain  at  the  back  of  the  neck  and  down  the  spine  ;  shortly  afterwards  the  speech 
became  unintelligible.  On  the  following  day  the  right  arm  and  leg  became  paralysed,  and 
death  occurred  on  the  35th  day. 

There  were  vegetations  on  the  mitral  and  aortic  valves  and  one  miliary  abscess  in  the 
wall  of  the  left  ventricle.  The  spleen  was  lar^e  and  contained  many  infarcts,  some  of  which 
liad  softened.  The  kidneys  were  deeply  .scarred  on  the  surface,  probably  from  old  infarcts.  In 
the  b:ise  of  Broca's  convolution  was  a  vessel  containing  a  small  firm  clot,  probably  an  embolus, 
and  there  were  five  or  six  patches  of  yellow  softening  beneath  the  cortical  grey  matter.  (Mr. 
Christopher  Heath,  Med.  Ohir.  Trans.,  vol.  Ixvi,  1883,  p.  69.) 

1256.  Part  of  the  arch  of  the  aorta,  with  the  innominate  and  right  carotid  arteries, 
from  a  boy  aged  9  years.  Lying  on  the  right  carotid  artery  is  a  globular  sac, 
somewhat  exceeding  5  cm.  in  diameter,  with  a  distinct  wall  of  condensed 
areolar  tissue  and  a  smooth  interior  thinly  coated  with  fibrin.  The  sac  opens 
e.xternally  by  a  small  depressed  aperture  in  the  integument,  through  which  a 
piece  of  glass  has  been  passed,  and  on  the  inner  side  it  communicates  with 
the  coinmon  carotid  artery.  The  aperture  in  the  artery  is  accurately  closed  by  the 
base  of  a  firmly  adherent  laminated  clot,  which,  without  any  diminution  in  the 
calibre  of  the  vessel,  projects  outwardly  into  the  sac;  the  margins  of  the  opening 
are  rounded  and  shelving,  and  the  clot  is  firmly  adherent  to  them. 
_  The  common  carotid  artery  has  been  tied  immediately  above  its  origin.  The 
ligature  has  completely  divided  the  vessel,  with  the  exception  of  a  small  part  of 
the  outer  side,  to  which  it  is  still  adherent.  The  distal  end  of  the  vessel  is  firmly 
closed,  the  proximal  is  widely  open.  3594 

The  most  probiiblo  explanation  of  tliis  specimen  is  tliat  tlie  sac  was  originally  a  lymphatic 
gland  lyuig  m  close  contact  with  the  carotid  artery,  that  suppuration  occurred  in  the  gland 
and  that  finally  the  carotid  artery  was  opened  by  ulceration  exteudinir  from  the  cavitv  of 
the  abscess.  ■' 

a.  A  a  boy,  aged  9  years,  was  admitted  into  U.  0.  H.  October  20,  1841,  with  a  tumour  on 
the  right  side  of  the  neck  extending  from  the  angle  of  the  j.iw  to  within  an  inch  of  (he 
clavicle,  and  from  the  posterior  border  of  the  sterno-mastoid  muscle  as  lar  forwards  as  about 
half  the  length  oi  the  body  of  the  lower  .jaw.  The  tumour  also  projected  into  the  fauces 
between  the  arches  of  the  palate  aud  impeded  respiration  aud  deglutition.  It  pulsated 
immediate  y  over  the  carotid  artery,  but  not  when  pressed  laterallv  ot-  felt  inside  the  mouth 
It  was  said  to  have  been  first  noticed  two  months  before  when  it  was  very  small,  and  imme- 
diately below  the  right  ear.  Its  growth  was  slow  and  gradual  until  wifhi.i  three  o  f  "ur 
days  of  the  patients  admission,  when  the  tumour  increased  more  rapidly  and  became  irregular 
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in  slmpe.  Mr  List  on  punctured  the  tumour  under  the  impression  that  it  contained  pus  but 
rapid  Hrterml  Im^morrhage  immediately  occurred,  and  the  opening  was  closed  w.tb  bare  lh> 
pms  and  sutures.  i       o  "  uui  c  iii> 

October  2l8t.-Mr  Lis(on  tied  the  carotid  with  considerable  dillic.dty,  owing  to  the  small 
Fpace  left  between  the  lower  ranrgin  of  the  tumour  and  the  clavicle.  No  unfavourable 
syiiiptou.soceurred  during  the  first  twelve  days,  and  the  tumour  diminished  much  in  size 
and  hardness  On  November  Jrd  bleeding  took  place  from  the  wound  in  the  lower  part  of 
November  5th"^  occurred  several  times  during  the  two  following  days,  and  the  boy  died 

The  tumour  extended  upwards  to  the  base  of  the  skull  and  downwards  to  about  1  inch 
below  the  bifurcation  of  the  carotid  artery.  In  the  recent  state  three  enlarged  lymphatic 
glands  (each  about  the  size  of  a  small  walnut)  were  closely  connected  by  fibrinous  exudation 
to  the  outer  and  lower  part  of  the  cyst,  and  reached  down  along  the  anterior  margin  of  the 
sterno-mastoid  to  within  a  quarter  of  an  inch  of  the  upper  end  of  the  inci8i<m  made  for 
securing  the  carotid.  About  three  quarters  of  an  inch  of  the  termination  of  tlie  common 
carotid,  and  about  an  inch  of  the  first  part  of  both  the  external  and  internal  carotid  arteries, 
were  firmly  connected  with  the  swelling.  The  cyst  contained  a  large  quantity  of  dark 
coagulated  blood,  and  its  walla  were  lined  with  a  thin  layer  of  lymph,  having  an  uneven 
surface  at  parts  somewhat  like  the  appearance  of  the  interior  of  the  auricle  of  the  heart. 
Besides  this  the  wall  of  the  tumour  presented  an  outer  layer  of  condensed  cellular  tissue 
■which  closely  adhered  to  surrounding  structures,  and  a  middle  layer,  dense  and  opaque,  which 
appeared  like  a  white  line  in  the  section.  In  the  recent  state  the  op^ening  from  the  artery  into 
the  cyst  was  closed  by  a  firm  coagulum.  The  fatal  hasmorrhage  occurred  from  the  proxiuial 
side  of  the  ligature. 


1257.  A  larynx  and  trachea,  togetlier  with  part  of  the  hearb,  aortic  arch  with  a 
large  aneitrism  arising  Iherefrom  and  parts  of  the  large  vessels  of  the  neck.  The 
aortic  aneurism  forms  a  large  rounded  tumour  springing  from  the  aorta  on  the 
proximal  side  of  the  origin  of  the  innouiinate  artery,  and  is  almost  completely 
occupied  by  laminated  clot.  The  innomiuate  veins  are  stretched  over  the  surface 
of  the  aneurism.  A  second  small  aneurism  arising  from  the  posterior  and  inner 
aspect  of  the  innominate  artery  lies  in  front  of  the  trachea.  At  its  upper  part 
the  carotid  artery  is  converted  into  a  dense  fusiform  mass  of  fibrous  tissue,  from 
which  several  of  the  brancbes  of  the  external  car.itid  artery  pass  off.  In  the 
divided  upper  extremity  of  the  posterior  part  of  this  fusiform  mass  the  section  of 
the  internal  caro'id  artery  can  apparently  be  recognised,  its  lumen  almost  obliterated. 
To  the  outer  surface  of  the  enlargement  the  thicliened  and  nearly  obliterated 
internal  jugular  vein  is  adherent ;  the  vein  passes  downwards  to  the  upper  surface 
of  the  aortic  aneurism,  from  which  point  the  right  innominate  vein  can  be  traced 
as  above  described.  In  the  v\  hole  of  its  extent  the  common  carotid  artery  is 
thickened  and  its  lumen  obliterated. 

Within  the  trachea  a  small  projection  corresponds  with  the  innominate  aneurism 
above  described,  and  two  similar  projections,  evidently  of  coagulum  beneath  the 
mucous  membrane,  project  from  the  aortic  aueurism  into  the  right  bronchus. 

6565 

From  a  case  in  which  the  common  carotid  artery  was  ligatured  for  the  cure  of  an  aneurism  of 
the  external  carotid  artery. 


Aneurisms  of  the  Suhclavian  Artery. 

These  are  most  common  in  the  third  part  of  the  artery  and  on  the  right  side. 
They  are  usually  sacculated,  but  may  be  fusiform.  A  subclavian  aneurism  forms 
a  pulsating  tumour,  filling  the  hollow  above  the  clavicle  (1258).  The  most  important 
structure  pressed  upon  by  it  is  the  brachial  plexus. 

1258  A  wax  model  of  the  right  side  of  the  neck  and  adjoining  part  of  the  thorax 
from  a  patient  who  was  operated  on  by  Mr.  Listen  for  aneurism  of  the  third  part 
of  the  subclavian  artery.    The  aneurism  forms  a  well-defined  hemispherical 
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Bsvellin'^  about  5  cm.  in  diameter,  immediately  above  the  middle  of  the  clavicle,_iu 
the  space  between  the  clavicular  attachments  of  the  sterno-mastoid  and  trapezius 
muscles.    The  skin  over  the  aneurism  is  represented  as  unaltered.  ^o-i> 

1259  A  wax  model  of  the  neck  and  adjoining  part  of  the  thorax,  from  a  man  who 
was'  the  subject  of  an  aneurism  of  the  third  part  of  the  left  subclavian  artery. 
The  aneurism  forms  a  well-defined  hemispherical  swelhng,  about  7  cm.  in 
diameter,  immediately  above  tlie  clavicle  and  filling  the  interval  between  the 
sterno-mastoid  and  trapezius  muscles. 

1260  Part  of  the  arch  of  an  aorta,  with  the  great  trunks  arising  from  it  and  the 
right  subclavian  and  carotid  arteries. '  From  the  upper  wall  of  the  third  part  of 
th°e  right  subclavian  artery  a  small  aneurism  has  been  formed,  the  sac  of  which  is 
about°3  cm.  in  diameter,  and  overlaps  the  adjoining  part  of  the  artery.  A  ligature 
was  applied  to  the  first  part  of  the  artery  for  the  cure  of  the  aneurism.  The 
ligature  has  come  awav,  the  artery  being  severed  about  2  cm.  beyond  its  origin, 
and  to  the  inner  side  of  its  branches.  The  proximal  end  of  the  vessel  is  closed  by 
a  firm  conical  coagulum,  which  does  not,  however,  extend  to  the  bifurcation  of  the 
innominate  trunk.  There  is  no  clot  in  the  distal  end  of  the  vessel,  which  is 
widely  open.    The  wall  of  the  portion  ligatured  appears  to  be  healthy.  2584 

W.  Betts,  aged  32,  admitted  into  U.  0.  H.  Sept.  1839.  Seven  weeks  after  the  swelling  was  first 
noticed  it  liad  attained  the  size  of  a  hen's  egg.  The  first  part  of  the  subclavian  artery  was 
ligatured  by  Mr.  Liston,  great  difficulty  arising  from  its  unusual  depth  in  the  neck.  The 
vessel,  as  seen  in  the  specimen,  lies  much  bebiud  the  carotid  at  its  origin.  The  patient  died 
thirty-six  days  afterwards  from  hsetnorrhage.  A  clot  had  ^formed  in  the  cardiac  end  of  the 
subclavian  artery,  the  hsemorrhage  having  taken  place  from  the  distal  side. 

1261.  The  transverse  part  of  the  arch  of  an  aorta,  with  the  trunks  arising  from  it, 
and  the  right  common  carotid  and  subclavian  arteries.  A  small  sacculated 
aneurism  has  arisen  from  the  upper  aspect  of  the  third  part  of  the  subclavian,  with 
which  it  appears  to  have  a  wide  communication.  Eor  the  cure  of  the  aneurism 
the  subclavian  artery  was  ligatured  immediately  beyond  the  bifurcation  of  the 
innominate  ;  and  in  order  that  the  blood-stream  through  the  carotid  might  not 
prevent  the  formation  of  a  coagulum  on  the  proximal  side  of  the  ligature,  the 
carotid  arter}'  was  also  tied  close  to  its  origin.  The  ligature  on  the  carotid  has 
separated,  the  artery  ou  either  side  being  firmly  closed.  The  subclavian  artery 
on  the  proximal  side  of  the  ligature  (which  is  not  quite  separated)  is  also  firmly 
closed ;  the  distal  end  has  been  laid  open ;  there  is  no  clot  in  the  neighbourhood 
of  the  ligature,  and  it  was  from  this  end  of  the  subclavian  artery  that  fatal 
haemorrhage  ensued  ;  the  rest  of  the  artery  is  ])ervious,  even  at  the  mouth  of 
the  sac.  The  sac  of  the  aneurism  is  filled  with  coagulum.  The  aorta  shows 
marked  signs  of  endarteritis ;  the  subclavian  artery  is  apparently  healthy.  2673 

The  patient,  aged  31,  was  operated  on  by  Mr.  Liston,  July  12th,  1838.  Death  followed  from 
hsBinorrhage  on  the  thirteenth  day  after  the  operation. 


Aneurisms  of  the  Axillary  Artery. 

These  occur  almost  exclusively  in  the  upper  part  of  the  artery  opposite  the 
shoulder-joint.  They  are  usually  sacculated,  but  fusiform  aneurisms  have  been  met 
with  in  this  situation.  The  aneurism  may  press  upon  the  brachial  plexus  and  the 
axillary  vein.  When  of  great  size  it  may  lead  to  destruction  of  the  upper  ribs  (1262), 
and  may  even  rupture  into  the  pleura. 

1262.  Part  of  an  axillary  artery,  with  the  sac  of  an  aneurism  which  has  formed 
from  Its  inner  side,  together  with  parts  of  the  brachial  plexus  and  of  the 
second  rib.  The  aneurism  (the  front  of  which  has  been  cut  away)  is  irreo-ularlr 
globular,  and  in  places  very  thin-walled.     The  sac  is  lined  with  a  layer  of 
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auunal^d  fibrin  wluch  , a  Iho  lower  and  inner  part  forms  a  mass  3  cm.  i,.  thick- 
ness. The  mouth  o  the  aueunm  is  situated  immediately  above  the  oril  o  a 
large  brancb  probably  the  subscapular ;  on  each  side  of  the  mouth  the^axillary 
artery  is  shghtly  dilated.  A>,teriorly  the  outer  surface  of  the  rib  lies  exposed  a 
the  sac,  and  is  superficially  ulcerated.  The  tissues  surrounding  the  arter  n  the 
•   neighbourhood  of  the  sac  are  consolidated  and  firndy  united  ^^ith  it  3634 

gave  .vay  at  its  lower  part ;  there  was  much  blood  effused  botween'the  muscles  of  the  thorax. 

Anew-isms  of  the  Arteries  of  the  Arm,  Forearm,  and  Hand. 

Spontaneous  aneurisms  of  these  vessels  are  very  rare.  They  appear  usually  to 
have  resuUed  from  embolism. 


Aneu7-isms  of  the  Iliac  Arteriet. 

These  most  commonly  spring  from  the  external  iliac  artery  close  to  Poupart's 
ligament  (1263).  They  usually  encroach  upon  the  upper  part  of  the  thigh.  They 
are  almost  invariably  sacculated,  although  fusiform  aneurisms  have  been  seen  in  this 
situation.  The  vein  accompanying  the  artery,  and  some  of  the  branches  of  the 
lumbar  plexus,  may  be  compressed  by  it. 

1263.  The  lower  part  of  an  abdominal  aorta,  with  the  iliac,  and  part  of  the  right 
femoral,  arteries  and  the  corresponding  veins.  Lying  upon  the  front  of  the  femoral 
artery  is  a  globular  aneurismal  sac,  about  7  cm.  in  diameter,  which  has  been  laid 
open  along  its  anterior  aspect.  The  deep  epigastric  and  the  profunda  arteries 
arise  apparently  from  the  sac.  The  mou'.h  of  the  sac  is  about  4  cm.  in  length,  but 
is  in  part  concealed  by  an  adherent  mass  of  clot ;  and  tlie  interior  of  the  sac  is 
coarsely  corrugated  and  in  places  covered  v\  ith  a  layer  of  fibrin.  The  femoral 
vein  is  adherent  to  the  aneurism  opposite  its  mouth  ;  it  is  much  diminished  in 
cahbre,  and  contains  adherent  clot  for  some  distance  on  either  side.  The  external 
iliac  artery  has  been  ligatured  3  cm.  from  its  origin,  and  4-5  cm.  from  the 
aneurism.  The  noose  of  the  ligature  is  buried  beneath  a  layer  of  inflammatory 
exudation.  The  inner  coat  of  the  aorta  and  common  iliac  arteries  is  thickened, 
wrinkled,  and  irregularly  calcified.  3617 

From  a  man,  aged  40,  who  was  admitted  into  U.  0.  II.  Mai-ch  2^,  1843,  with  a  pulsating  pain- 
less tumour  in  the  right  groin,  nieasuriiig  inches  across  and  4  inches  in  the  longitudinal 
direction.  There  was  slight  cedema  of  the  limb.  The  patient  had  been  a  coach-inaker,  and 
was  of  intemperate  habits.  He  had  occasion,  at  times,  to  lift  heavy  weights,  and  about 
twelve  months  before  admission  he  first  noticed  a  swelling  in  the  right  groin  about  as  large 
as  a  nutmeg.  The  swelling  remained  stationary  for  four  or  five  months,  but  after  this 
coinmeneed  to  enlarge,  the  enlargement  having  proceeded  more  rapidly  during  the  month 
before  admission.  Mr.  Listen  tied  the  external  iliac  artery.  Tlic  patient  progressed  well 
until  the  third  day,  when  the  temperature  of  the  foot  began  to  fall,  and  on  the  foui-th  day 
the  man  died  of  gangrene  of  the  limb. 

1264.  The  bifurcation  of  an  aorta,  with  the  common  iliac,  external  iliac,  and  part 
of  the  femoral,  arteries  of  the  left  side.  Involving  the  lower  part  of  the  external 
iliac  artery  and  the  common  femoral  artery  is  a  dense  fibrous  mass  resulting  from 
the  healing  of  an  aneurism  of  the  vessel.  The  fibrous  mass  measures  5  cm.  in 
length  and  2  cm.  in  v\  idth,  and  in  section  presents  a  dense  fibrous  structure,  in  which 
the  outline  of  the  original  aneurismal  sac  can  be  distinctly  traced  as  a  wavy  line 
continuous  with  the  wall  of  the  artery.  Above  the  healed  aneurism  the  external 
iliac  artery  is  shrunken  and  obliterated  by  a  slender  dense  clot,  tlie  upper  end  of 
the  vessel  being  occupied  by  a  more  recent  laminated  clot.    The  superficial 
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femoral  artery  beyond  tha  healed  aneurism  is  patent,  and  contains  a  del  cate 
ooa-ulum  winch  is  prolonged  into  a  small  cllateral  branch.  The  profunda  artery, 
a  small  part  of  which  is  seen  below  the  aneurism,  is  thickened  and  partly  obliter- 
ated The  femoral  vein,  where  adherent  to  the  back  of  the  aneurism,  contains  a 
coagulura.  There  is  sUght  irregular  thickening  of  the  inner  coat  of  the  aorta  and 
common  ihac  artery. 

From  a  man,  aaed  48,  who  was  admitted  into  U.  0.  H.,  in  1887,  under  tlae  care  of  Mr.  Barker, 
on  account  of  a  large  pulsating  tumour  in  the  loft  groin,  extending  from  2^  inoliea  above 
Pounart's  li<rament  to  2i  inches  below  it.  The  pulsation  could  be  arrested  by  compression 
of  the  iliac  artery  above  the  aneurism.  As  the  result  of  low  diet  and  the  administration  of 
iodide  of  potassium,  the  pulsation  in  the  aneurism  diminished,  but  the  tumour  did  not  get 
harder.  On  the  6th  day  digital  compression  was  continued  for  9  hours,  and  again  on  the  8tli 
for  7i  hours,  and  on  the  9th  for  8  hours,  without  murked  benefit.  On  the  12th  a  Cartes 
abdominal  compressor  wns  applied  for  3  hours.  On  the  14th  no  pulsation  could  be  felt  in 
the  femoral  arterv  beyond  the  apex  of  Scarpa's  triangle,  and  the  leg  was  rather  dusky.  On 
this  day  the  patient  was  anresthetised  for  ligature  of  the  external  ihac  artery;  the  patient 
struggled  during  the  administration.  The  skin  incision  had  just  been  made  when  all  pulsa- 
tion in  the  aneurism  ceased,  and  the  operation  was  not  proceeded  with.  On  the  14th  day 
after  the  cessation  of  the  pulsation  the  patient  was  allowed  to  leave  his  bed,  and  when  dis- 
charged from  the  hospital  on  the  28th  day  the  solidified  aneurism  was  of  considerable  size  but 
was  quite  hard.  Death  occurred  on  Nov.  16,  1895,  from  an  aneurism  of  the  aortic  arch. 
(Surg.  Erg.  Eep.,  1887,  p.  27,  and  Trans.  Path.  Soe.,  vol.  xlvii,  1896,  p.  32.) 


Aneurisms  of  the  Femoral  Artery. 

Spontaneous  aneurisms  of  the  femoral  artery  are  comparatively  uncommon,  except 
at  the  commencement  of  the  common  femoral,  when  it  is  difficult  to  say  whether 
they  involve  this  vessel  or  the  external  iliac.  Occasionally  an  aneurism  springs 
from  the  femoral  in  Hunter's  canal.    It  exerts  pressure  on  no  important  structure. 

1265.  Pfit't  of  a  femoral  artery  and  vein,  together  with  an  aneurism  which  was 
cured  by  compression  of  the  femoral  artery  above  the  sac.  The  sac  is  of  a  long 
fusiform  shape,  about  8  cm.  and  4  cm.  in  its  diameters,  and  is  completelj'  filled 
with  coagulum,  in  which  traces  of  lamination  nre  discernible.  The  walls  of  the 
sac  are  thickened,  very  firm,  and  adiierent  to  the  surrounding  parts.  The  femoral 
artery  below  the  aneurism  is  obliterated  for  nearly  3  cm.,  being  diminished  in 
size  and  containing  a  fibrous-looking  clot ;  the  tissues  lying  around  it  are  con- 
solidated and  adherent,  and  have  been  cut  away  so  as  externally  to  give  an 
appearance  as  though  the  vessel  remained  of  equal  size  throughout.  Above  the 
aneurism  the  artery  is  obliterated  as  high  as  it  is  preserved  in  the  specimen.  The 
vein  is  unaltered,  but  is  bound  closely  to  the  obliterated  sac  by  the  indurated 
tissues  around,  3617 

John  Wilcox,  admitted  under  the  care  of  Mr.  Liston,  July  13th,  1843.  He  stated  that  three 
weeks  previously  he  first  felt  pain  on  the  inner  side  of  the  thigh  at  the  junction  of  the  middle 
and  lower  thirds,  which  was  increiised  by  movement.  In  a  few  days  a  small  tumour  ap- 
peared, which  continued  to  increase  till  admission.  The  case  was  treated  at  first  as  an 
abscess.  Theswelhng  was  near  the  opening  in  the  adductor  magnus.  All  the  usual  symptoms 
of  aneurism  were  present  on  the  patient's  admission  to  the  Hospital.  On  July  16th  a 
Signorini's  tourniquet  was  applied  to  the  i'emoral  artery  in  the  middle  third  of  the  thigh,  so 
as  to  compress  the  vessel  against  the  femur.  The  compression  was  continued  until  September 
10th,  at  wliich  time  the  pulsation  was  very  slight.  At  this  date  there  was  great  via'm  in  the 
leg  and  knee,  and  afterwards  the  pulsation  entirely  ceased.  After  the  use  of  conujre.ssion  for 
a  short  time  longer  the  patient  was  discharged  cured.  Death  occurred  suddenly  three 
years_ afterwards,  but  r.o  jwst  mortem  examination  was  obtainable.    (See  '  Lancet,'  1843-44 


1266.  Part  of  the  sac  of  a  femoral  aneurism  which  was  cured  by  pressure.  The 
aneurism  is  situated  nearly  in  the  eame  position  as  in  the  last  specimen  viz 
at  the  point  where  the  vessel  perforates  the  adductor  magnus  ;  it  contains  a 
cavity  2-5  cm.  in  diameter,  which  was  filled,  in  the  recent  state,  with  firm  brownish 
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dot     The  wall  of  the  sac  .s  composed  of  dense  fibroid  tissue,  and  is  about  5  mm 
m  thickness     Ihe  fe.noral  artery  is  obliterated  opposite  the  aneurism  ;  below 
is  pervious,  though  somewhat  contracted  in  size  ;  the  vein  is  occluded  at  the  upper 

fibrous  tissue'^''""'"'  '  "'^^  ^"^^'°P«^  d^nee 

3640 

WUliam  Dipple,  aged  53,  was  admitted  into  U.  0.  11.  under  Mr.  Liaton.  January  20  1844 
wuh  aneurism  of  the  femoral  artery.  He  stated  that  the  swelling  began  about  two  months 
prevously  m  consequence  of  a  strain  of  the  leg.  The  swelling  cont*^nued  to  increase  a  d  now 
reached  from  the  middle  of  the  thigh  nearly  to  the  inner  cmulyle.  Pressu  e  wrniade  wfth 
the  r,ng  tourniquet  at  the  junction  of  the  upper  and  middle  thirds  of  the  thigh  and  was 
7  Tfr^'^  r^'""'-'''  ^^h'-  ^       P^^^'^"*'""  """^  the  aneurism  became  quiJf  hard  On 

nf  ni^fV  l'  ^"^'^""^J"^  discharged  well  Subsequently  be  went  to  Scotland,  and  an.putalion 
ot  the  thigh  was  performed  for  disease  of  the  knee.  The  limb  was  removed  eighteen  months 
alter  the  cure  of  the  aneurism  ;  the  knife  passed  through  the  remains  of  the  BacT 

Ihis  and  the  preceding  case  were  the  first  cured  in  England  by  means  of  compression. 

1267.  The  sac  of  a  large  aneurism  connected  with  the  profunda  branch  of  the 
femoral  artery,  together  with  part  of  the  great  sciatic  nerve.  The  sac  is  almost 
quadrilateral  in  outline,  and  flattened  from  before  backwards,  and  measures  about 
6  cm.  antero-posteriorly,  and  13  cm.  from  above  downwards.  The  profunda  artery 
has  been  dissected  from  its  origin.  The  large  vessels  ramifving  on  the  surface  of 
the  sac  are  probably  the  upper  perforating  and  muscular  arteries  ;  below  these  the 
continuation  of  the  profunda  has  been  laid  open  ;  its  coats  appear  quite  healthy, 
and  it  terminates  in  an  oval  opening  which  communicates  with  the  sac.  The 
opening  measures  nearly  2  cm.  in  its  longest  diameter,  and  the  artery  at  this 
point  is  dilated.  On  the  back  of  the  specimen  the  sciatic  nerve  is  shown  lying 
on  the  adductor  magnus.  4772 

The  specimen  was  taken  from  a  patient  who  died  from  pneumonia  under  Dr.  Garrod's  care  very 
shortly  after  admission  to  the  Hospital.  The  swelling  in  the  thigh  had  not  been  carefully 
examined  during  life.  It  is  probable  that  a  small  aneurism  resulted  from  inflammatory 
softening  of  the  wall  of  the  profunda  arterv,  due  to  the  lodging  of  an  embolus  at  the  origin 
of  one  of  the  perforating  branches,  and  the  rupture  of  this  was  followed  by  an  eifusion 
of  blood,  which  was  subsequently  limited  by  the  inflammatory  consolidation  of  surrounding 
parts. 


Aneurisms  of  the  Popliteal  Artery. 

These  are  the  most  common  of  all  external  aneurisms.  They  are  almost  invariably 
sacculated,  and  may  arise  from  any  part  of  the  vessel,  and  from  any  aspect  of  it. 
"When  arising  from  the  anterior  part,  the  trunk  is  stretched  over  the  sac.  They 
exert  serious  pressure  on  the  popliteal  vein  and  nerves,  and  if  allowed  to  attain  a 
sufficient  size  may  lead  to  destruction  of  the  knee-joint.  If  left  unrelieved,  popliteal 
aneurisms  end  by  rupturing  beneath  the  fascia.  The  enormous  extravasation  of 
blood  soon  arrests  the  circulation  in  the  limb,  and  gangrene  follows. 

1268.  -A.  popliteal  artery,  with  parts  of  its  anterior  and  posterior  tibial  divisions 
and  the  corresponding  veins,  from  the  popliteal  artery,  near  its  commencement, 
an  oval  aneurism  has  formed,  which  measures  7  cm.  and  5  cm.  in  its  chief  diameters  ; 
its  interior  is  thinly  coated  with  fibrin.  The  aneurism  has  apparently  commenced 
as  a  fusiform  dilatation  of  the  artery,  one  side  of  which  has  subsequently  yielded 
more  than  the  other.  The  popliteal  vein  is  diminished  in  size,  and  its  cavity 
closed  by  a  coagulum.  17(9 

1269.  The  femoral  and  popliteal  arteries,  with  the  corresponding  veins  and  portions 
of  the  popliteal  nerves,  and  the  sac  of  a  popliteal  aneurism  completely  filled  with 
coagulum.  The  sac  of  the  aneurism  is  globular  in  shape,  about  5  cm.  in  diameter, 
and"  has  been  formed  from  the  anterior  wall  of  the  popliteal  artery,  the  artery 
above  being  dilated  for  a  distance  of  about  5  cm.     Both  the  sac  and  the 


AK-EUalSilS  OF  THE  POPLITEAL  ARTBET. 


59 


dilatation  are  completely  filled  by  a  eoagulam  which  is  F'^'^^^g^^ ^ 
distance  into  the  artery  on  either  side.  About  1  cm.  below  the  origin  of  the 
profunda  the  femoral  artery  divides  into  two  branches  of  equal  size,  which  alter 
running  to<^ether  for  about  16  cm.  reunite  to  form  a  single  trunk.  A  silk 
ligature  has  been  applied  to  one  of  these  divisions  about  3  cm.  from  its 
lo°wer  termination  in  the  common  trunk  above  noticed.  The  artery  above  the 
ligature  contains  a  cylindrical  coagulum  which  reaches  to  vMthin  a  short  distance 
of  its  origin  ;  and  below  the  ligature  it  is  occluded  by  a  coagulum  which  reaches 
as  far  as  the  reunion  of  the  U  o  divisions  of  the  vessel.  The  peripheral  part  ot 
the  coatriilum  is  firm,  dense,  and  faintly  laminar;  the  central  portion  is  loose 
in  texture,  and  has  a  finely  granular  surface,  in  places  mottled  with  grey  and 

brown.  .  ,  , 

The  walla  of  the  sac,  as  well  as  those  of  the  dilated  portion  of  the  vessel  above 

it,  are  thickened,  dense,  and  fibrous. 

The  tumour  had  been  noticed  for  about  four  years,  and  was  situated  in  the  lower  part 
of  tlie  him.  About  a  month  before  the  patient  applied  to  the  hospital  the  swelling  became 
suddenly  larger,  and  great  numbness  was  felt  in  the  leg  and  foot.  On  compression  of  the 
artery  in  the  groin  the  pulsation  in  the  aneurism  could  be  stopped,  but  this  did  not  occur 
when  pressure  was  made  in  the  middle  of  the  thigh.  * 

The  artery  shown  in  the  specimen  wa?  easily  ligatured  after  lifting  up  the  edge  of  the 
sartorius  muscle.  After  the  application  of  the  ligature  the  aneurism  ceased  to  pulsate  ;  but 
pulsation  returned  in  a  few  moments,  and  half  an  hour  afterwards  was  as  distinct  as  before 
the  operation.  The  wound  was  brought  together  with  straps  of  adhesive  plaster.  On  the 
third  morning  after  the  operation  the  patient,was  feverish,  complained  of  pains  through  the 
body,  and  had  a  slight  cough  ;  the  wound  was  not  healing  favourably.  On  the  day  following 
the  cough  was  worse,  and  the  patient  was  bled  to  6  ounces. 

Two  days  afterwards  death  ensued.  At  the  post  mortem  examination  the  sartorius  muscle 
was  found  inflamed,  being  swollen  and  tumid  with  serous  effusion. 

Sir  Charles  Bell,  in  whose  practice  the  case  occurred,  attributed  the  coagulation  of  the 
blood  in  the  aneurism  in  part  to  weakness  of  the  circulation,  arising  from  the  fever.  ('  Medical 
and  Physical  Journal,'  February  1826.) 

1270.  Parts  of  the  popliteal  artery  and  nerves,  with  a  portion  of  the  sac  of  a  large 
thin-walled  aneurism  which  has  arisen  from  the  posterior  wall  of  the  popliteal 
artery.  The  artery  opens  into  the  sac  by  an  aperture  2  cm.  in  length,  which  has 
involved  about  two  thirds  of  its  circumference.  The  popliteal  nerves  lying  on  the 
aneurism  are  adherent  to  it.  The  lining  of  the  sac  is  deeply  creased,  thickened, 
and  in  places  roughened  by  a  thin  layer  of  fibrin.  3603 

The  femoral  artery  was  ligatured ;  but  gangrene  of  the  limb  followed  in  a  week,  and  amputa- 
tion of  the  thigh  was  performed. 

.1271.  The  lower  part  of  an  abdominal  aorta,  with  the  iliac  arteries  and  the 
femoral  and  popliteal  of  the  right  side.  All  the  vessels  are  the  seat  of  extensive 
endarteritis.  In  connection  with  the  popliteal  artery  an  oval  aneurism,  about 
7  cm.  in  length,  has  formed,  for  the  cure  of  which  the  external  iliac  artery  was 
tied.  The  sac  of  the  aneurism  is  tilled  with  laminated  coagulum.  The  ligature 
has  been  applied  about  4  cm.  above  the  origin  of  the  profunda.  Close  above  the 
knot  of  the  ligature  is  an  ulcerated  aperture  in  the  wall  of  the  artery  ;  there  is 
no  clot  in  the  vessel,  either  above  or  below  the  ligat  ure.  5380 

The  patient  was  a  man  between  50  and  60  years  of  age,  who  had  been  a  free  liver  and  a 
pedestrian.  In  1870  he  lost  his  left  leg  from  senile  gangrene,  spontaneous  amputation  being 
completed  by  dividing  the  bones  with  a  saw,  and  slightly  improving  the  form  of  the  stump. 
Early  in  1871  an  aneurism  formed  in  the  right  ham.  The  patient  was  seen  by  Sir  J.  Erichsen 
at  tho  end  of  March.  Comprepsion  was  tried  for  some  time,  but  without  success.  After  a 
consultation  with  Sir  William  Fergusson  it  was  agreed  to  tie  the  femoral  artery  ■  but  on 
exposing  it  the  artery  was  found  too  unsound  for  ligature.  Ten  days  afterwards  the' external 
ihac  was  tied  by  Sir  J .  Erichsen.  A  thick  ligature  was  used  for  fear  of  cutting  through  the 
diseased  vessel,  and  for  the  same  reason  the  ligature  was  only  drawn  sufficiently  tight  to 
stop  the  pulsation  in  the  aneurism.  Death  ensued  on  the  fourteenth  day,  from  secoudarr 
haemorrhage.  J 


DISBASES  OF  AUTEItlES. 

1272.  A  L-in„nil  with  pai-t  of  tl.o  popliteal  arteiy  and  an  aneurisin  of  the  latter 
M  was  cured  hy  hgatnre  of  the  fenioral  artei-y,  about  3  en.  below  the  ortiu 
of  Its  prot unda  branch.    The  aneunsm  is  a  Rolid  sni  erical  miss   he  v«lk  if  ,^ 
are  <.ou.posed  of  dense  fibrous  tissue  ;  theconli^id     a^lZ  p.^-^^^^^^^^^ 

^nTofr'h-?  '""^^  ^'''''^  %r  ''-"«g«"eous  and  firm,  in  othe  s    os    in  extSe 
and  of  a  Mhiter  colour.    The  canal  of  the  artery,  at  the  mouth  of  the  sac  is 
exceednagly  small  or  co.npletely  occluded.    The  popliteal  vein  appears  tea^Uay 
Ihe  femoral  artery  is  obliterated  at  the  seat  of  liga  ure,  and  uni  e  Ttl  e  hidu ' 

and  ,ts  canal  free.  A  small  clot  has  been  formed  in  the  artery  above  the  li-^ature  • 
the  vessel  below  the  ligature  is  pervious  and  has  been  filled  with  T^In  of 

llie  femoral  artery  was  tied  for  the  cure  of  the  aneurism  by  Mr.  J.  M  Arnott  The  li^hirA 
cameaway  on  tl.e  31st  day  ;  tl.e  patient  died  3 months alteJwardstom  the bu  s.ing  of  S  all 
aneurism  of  the  aorta  into  the  pericardium.  ^^urbun^  or  a  smau 

1273.  A  popliteal  aneurism,  with  the  main  arteries  of  the  lower  limb  and  corre- 
sponding veins.  The  femoral  ^rtery  and  vein  are  uuited  at  the  seat  of  lio-ature 
and  adherent  to  the  sartorius  muscle,  the  ends  of  the  artery  being  widely  sepiTrated, 
but  held  together  by  dense  cicatricial  tissue.  Below  'the  seat  of  ligature  the 
Jeraoral  artery  is  much  contracted,  its  inner  coat  being  thrown  into  deep  trans- 
verse wrinldes.  The  sac  of  the  aneurism  is  completely  tilled  with  firm  coagulum  • 
Its  exterior  is  smooth,  well  defined,  and  but  looselv  connected  with  the  soft  parts 
around.  The  femoral  vein  is  filled  with  coagulated  blood,  which  is  completely 
decolorised  and  adherent  opposite  the  portion  of  the  artery  tied.  535u 

The  patient^,  aged  28,  was  admitted  into  U.  C.  H.  October  1809.  He  had  complained  of  pain 
in  the  calt  ot  the  leg  for  five  weeks.  On  examination  a  tumour,  presenting  the  ordinarv 
signs  of  popliteal  aneurism,  was  found. 

Compression  was  tried  from  October  4th  until  November  10th,  irregularly,  for  a  few  hours 
each  day  by  means  of  Carte's  tourniquet  and  flexion  of  the  knee.  On  November  ioth,  the 
aneurism  being  larger,  the  femoral  artery  was  tied.  As  the  needle  was  being  passed  beneath 
the  artery  there  was  a  sudden  gush  of  venous  blood,  which  was  arrested  by  pressure. 
Erysipelas  ensued  in  the  following  week,  from  which  the  patient  recovered,  but  was  attacked 
afterwards  with  fatal  pneumonia,  death  taking  place  on  December  25th. 

1274.  Part  of  a  popliteal  artery,  with  the  remains  of  a  small  aneurism  w-hich  was 
cured  by  compression  a  year  before  death.  The  aneurism  is  s|)herical  and  not 
more  than  13  mm.  in  diameter  ;  it  has  been  laid  open,  and  the  coagulum  which  it 
contained  removed,  except  a  peripheral  portion  which  is  intimately  adherent  to 
its  interior.  5345 

Tlie  patient  died  a  year  after  the  operation,  from  rupture  of  the  pulmonary  artery  into  the 
trachea. 

1275.  A  plaster  cast  of  a  left  leg  and  foot,  with  the  lower  part  of  the  femur, 
removed  by  amputation  for  gangrene  of  the  foot,  which  ensued  from  the  oblitera- 
tion of  the  popliteal  artery  attending  the  spontaneous  cure  of  an  aneurism.  The 
consolidated  aneurism  compressed  the  popliteal  vein.  The  sac  of  the  aneurism 
(which  has  been  exposed  by  a  median  incision)  forms  a  solid  oval  mass  about 
6  cm.  in  its  long  diameter. 

The  patient,  a  middle-aged  man,  was  admitted  into  U.  C.  H.  for  spontaneous  gangrene  of  the 
foot.  Careful  examination  of  the  popliteal  space  led  lothe  discovery  oi'  asoJid  tuiuour,  wlucli 
was  recognised  as  a  consolidated  aneurism.  The  limb  was  amputated  by  Sir  J.  Erichsen,  and 
the  patient  recoTered. 

1276.  The  lower  part  of  a  left  femur  and  the  upper  part  of  the  leg-bones,  together 
with  the  corresponding  portions  of  the  muscles  of  the  leg  and  the  vessels  and 
nerves  in  the  popliteal  space.  Springing  from  the  anterior  aspect  of  the  i)opliteal 
artery,  and  occupying  the  whole  of  the  pojjliteal  space,  is  a  large  sacculated 
aneurism.    The  posterior  aspect  of  the  aneurism  is  lobulated,  a  large  external 
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nrotnision  being  separated  from  two  smaller  internal  protrusions  by  a  shallow 
n^  ZLl  lii  the  popliteal  artery,  the  popliteal  vein, 
popliteal  nerve.     The  vein  and  the  nerve  are  considerably  flattened  by  the 
pressure  of  the  aneurism.    The  external  popliteal  nerve,  wh.ch  :s  also  flattened 
passes  obliquely  across  the  external,  most  prominent  part  of  the  aneurism.  Ihe 
wall  of  the  aneurism  appears  at  all  parts  to  be  very  thin  :  on  the  inner  side  it  is 
intimately  connected  with  the  inner  head  of  the  gastrocnemius. 
From  a  man,  aged  62,  admitted  into  U.  C.  IL  under  the  care  of  Mr.  Beck,  on  May  13  1892,  on 
account  of  a  swelling  behind  the  left  knee  of  18  months'  durat.on     On  admission  there  was  a 
large  aneurism  of  the  left  popliteal  artery,  the  skin  oyer  the  most  prominent  part  of  which 
wat  red,  oedematous,  and  hot.    The  circulation  in  the  foot  was  active     Three  quarters  of  an 
hour  after  admission  the  femoral  artery  was  tied  at  a  point  5  inches  be  ow  Poupart  s  ligament, 
two  catgut  ligatures  being  applied,  and  the  vessel  divided  between  them      Pulsation  in  the 
aneurism  was  completely  arrested.    On  May  14  the  foot  was  mottled,  and  the  circulation  lu 
it  very  feeble    On  May  15  the  skin  of  the  leg  was  blue  on  the  outer  side,  as  high  as  the  head 
of  the  fibula.    Amputation  was  performed  through  the  junction  of  the  m^dle  and  lower 
thirds  of  the  thigh.    The  patient  left  the  Hospital  on  June  29.    (Mr.  Beck  s  Case-books,  1892, 
TOl.  i,  p.  12.) 

1277.  A  popliteal  artery,  together  with  a  sacculated  aneurism  connected  with  its 
upper  paftr  'TC'li'e"' aneurism  is  irregularly  oval,  and  measures  4-5  cm.  in  length ; 
it  arises  from  the  anterior  aspect  of  the  artery.  The  section  shows  that  the 
cavity  of  the  aneurism  is  completely  filled  with  dark  non-laminated  clot,  which 
also  occupies  the  corresponding  part  of  the  artery.  The  mouth  of  the_  sac  is 
nearly  2-5  cm.  in  length,  and  at  the  upper  and  lower  borders  of  the  opening  the 
Avall  of  the  artery  can  be  seen  passing  continuously  into  that  of  the  aneurisni. 
Opposite  the  middle  of  the  mouth  of  the  sac  the  posterior  wall  of  the  artery  is 
distinctly  bulged.  Above  the  mouth  of  the  aneurism  the  lumen  of  the  artery 
is  blocked  for  a  distance  of  1-5  cm. ;  but  inferiorly  the  clot  extends  in  the  vessel 
as  far  as  the  lowest  part  of  tho  portion  preserved.  7220 

From  a  man,  aged  43,  who  was  admitted  into  U.  0.  H.,  under  the  care  of  Mr.  Heath,  on 
March  15,  1894,  complaining  of  pain  and  swelling  behind  the  right  knee,  of  a  week's 
duration.  The  swelling  proTed  to  be  an  aneurism  of  the  popliteal  artery  as  large  as  a 
tangerine  orange.  On  March  IB  Mr.  Heath  tied  the  superficial  femoral  artery  in 
Scarpa's  triangle  with  silk.  Pulsation  of  the  aneurism  completely  ceased  on  tightening 
the  ligature  and  did  not  return.  After  the  operation  the  circulation  in  the  foot  was 
very  feeble,  and  gangrene  gradually  supervened  on  the  outer  side  of  the  heel,  and  in  patches 
on  the  outer  side  of  the  leg  as  high  as  the  junction  of  the  upper  and  middle  thirds.  On 
April  13  Mr.  Horsley  performed  amputation  through  the  lower  third  of  the  thigh,  the  femur 
being  divided  four  inches  above  its  lower  extremity.  The  wound  healed  almost  throughout 
by  first  intention ;  the  patient  left  the  hospital  on  May  15.  (Mr.  Heath's  Case-books,  1894, 
vol.  i,  p.  43.) 

1278.  A  small  popliteal  aneurism  removed  by  operation,  and  divided  longitudinally. 
The  sac  is  ovoid  in  shape,  and  measures  4*5  cm.  in  length  ;  its  wall  is  4  mm.  in 
thickness,  and  its  interior  is  for  the  most  part  occupied  by  slightly  laminated  clot. 
The  artery  has  been  divided  close  to  the  sac,  both  above  and  balow,  and  a  piece  of 
glass  rod  shows  the  position  of  the  lumen  of  the  vessel.  7225 

From  a  man,  aged  33,  who  was  admitted  into  U.  0.  H.,  under  the  care  of  Mr.  Heath,  on 
Feb.  9,  1894,  complaining  of  a  pulsating  tumour  in  the  right  popliteal  space,  of  about  six 
weeks'  duration.  The  tumour  had  all  Ihe  characters'  of  a  small  popliteal  aneurism.  After  an 
unsuccessful  attempt  to  cure  tho  aneurism  by  digital  compres.sion  of  the  femoral  artery 
Mr.  Heath  tied  the  vessel  in  Scarpa's  triangle,  with  silk,  on  Feb.  21.  On  tighleninn-  tlio 
ligature  the  pulsation  in  the  aneurism  completely  ceased.  On  Feb.  26,  slight  pulsation  in  the 
aneurism  could  again  bo  felt.  On  March  23  digital  compression  was  applied  to  the  common 
femoral  artery  for  0  hours;  on  March  29  the  aneurism  itself  was  compressed  for  an  hour 
with  a  Signorini's  tourniquet ;  on  March  31  an  Esmarch's  bandage  was  applied  to  the  limb  for 
an  hour.  The  pulsation  still  continued,  and  on  April  4  Mr.  Horsley  excised  the  aneurism 
The  popliteal  vein  and  the  internal  popliteal  nerve  were  separated  from  the  wall  of  the 
anourism  ;  the  latter  was  laid  open,  and,  after  ligature  of  tho  artery  above  and  below  it  was 
excised.  The  wound  healed  by  first  intention,  and  the  patient  left  the  hospital  on  Anr'il  27 
(Mr.  Heath's  Casc-bonks,  1894,  vol.  i,  p.  27.)  ' 
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DISEASES  OF  AllTEEIES. 


Aneurisms  of  the  Arteries  of  the  Leg  and  Foot. 
.^"^^T:^  "--'^  -  the,  probably  are  most 

^^Int:^vfn7L'!!  ll""'^^^^^^^^^  ^^'^^         Popliteal,  and  parts  of  (he 

ante^nor  and  posterior  tibial,  arteries.    The  anterior  tibial  artery  is  the  seat  of  a 

o.igin.  ihe  wall  of  tl  e  aneunsn.  is  thin  and  the  interior  is  filled  with  blood-clot 
the  peripheral  parts  ot  which  are  paler  and  firmer  than  the  central  part,  but  not 
laminated  Beyond  the  lower  extremity  of  the  sac  the  anterior  tibial  ar^ery  is 
obi  terated.  The  posterior  tibial  artery  is  plucjged  with  firm  adherent  clot  as  low 
as  the  origin  of  the  peroneal  artery.  The  position  in  which  the  femoral  artery  had 
been  ligatured  in  Hunter  s  canal  is  readily  recognisable,  but  the  ligature  is  for  the 
most  part  buried  in  new  tissue.  The  ve.sel  is  completely  occluded  by  the  ligature, 
but  npne  of  the  coats  appear  to  have  been  divided.  The  artery  above  the  ligature 
contains  a  slender  coagulum  4  cm.  in  length.  Below  the  ligature  the  artery  is 
empty  for  a_  distance  ot  4  cm.,  and  from  this  point  as  far  as  its  bifurcation 'the 
vessel  contains  an  almost  continuous  but  very  slender  coagulum.  The  arteries 
are  not  dj8eased.  ^g^-j^ 

From  a  man,  aged  31,  who  had  suffered  from  chorea  20  years  previously  and  rheumatic  fever 
wTll-;    f\  ^^l°^'^.^'°°./fter  an  attack  of  influenza,  he  experienced  pain  in 

walking  followed  by  swelhng  behind  the  right  knee.  On  admission  the  patient  was  pale  and 
wasted,  the  right  foot  and  leg  were  very  cedematous;  there  was  forcible  expansile  pulsation 
accompanied  by  a  throb  along  the  upper  part  of  the  anterior  tibial  artery.  The  heart's  apes- 
beat  was  in  the  6th  space,  more  than  an  inch  outside  the  nipple  line ;  a  systolic  murmur  was 
present  at  the  apex  and  a  double  murmur  at  the  base.  The  temperature  on  admission  was 
lUL  'b.  Un  the  8th  dny  the  femoral  artery  was  ligatured  with  silk  in  Hunter's  canal.  The 
temperature  remained  irregular,  and  at  the  time  of  discharge  on  the  30th  day  the  aneurism 
was  moderately  firm  but  hardly  reduced  in  size.  About  3  weeks  later  the  patient  was 
readmitted  into  a  Medical  Ward,  and  died  suddenly  on  the  4th  day  from  cardiac  failure.  The 
aortic  valves  showed  advanced  disease.    (Surg.  Eeg.  Eep.  1891,  p.  54,  No.  1803.; 


TiiAUMATic  Aneurism. 

An  aneurism  may  result  from  injury  of  a  healthy  artery,  if  the  vessel  is  ruptured 
subcutaneously  or  wounded  in  such  a  way  that  external  hsemorrhage  is  impossible. 
The  blood  then  accumulates  in  the  tissues  around  the  wound  in  the  vessel  aud, 
becoming  gradually  surrounded  by  a  sac-wall,  forms  a  circumscribed  blood- 
tumour  communicating  with  the  artery.  A  traumatic  aneurism  may  also  result 
from  the  yielding  of  a  cicatrix  in  the  arterial  wall. 

When  a  wound  of  an  artery  and  vein  is  followed  by  the  development  of  an 
aneurism  communicating  with  both  vessels,  the  aneurism  is  spoken  of  as  arterio- 
venous or  varicose. 

1280.  A  left  clavicle  and  part  of  the.  scapula,  with  the  subclavian,  and  part  of  the 
axilla rj^^artery,  and  an  aneurism  which  has  followed  an  injury  of  the  former  vessel. 
The  clavicle  has  been  repaired  after  a  fracture  outside  the  middle  of  its  length, 
with  overlapping  of  the  outer  by  the  inner  fragment.  Filling  the  space  between 
the  cla\icle  and  the  upper  border  of  the  scapula  is  an  aneurismal  sac,  the  walls  of 
which  are  so  thin  as  to  be  scarcely  distinguishable  from  the  clot  which  lines  them. 
The  greater  part  of  the  sac  is  filled  with  laminated  coagulum ;  the  more  central 
coagulum  is  not  laminated  and  was  of  more  recent  formation.  The  subclavian 
artery,  which  is  of  normal  size,  contains  a  small  loose  thread-like  clot,  formed 
probably  after  death.  The  communication  between  the  aneurism  and  the  sub- 
clavian artery  is  very  small,  and  has  been  torn  across  in  removing  the  parts;  a 
glass  rod  has"  been  passed  from  the  vessel  into  the  sac  of  the  aneurism. 

The  patient  was  a  man,  48  years  of  age,  subject  to  fits  and  paralysed  on  the  left  side.    Ho  was 
knocked  down  in  the  street  on  September  12th,  1878,  and  sustained  a  comminuted  simple 
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fracture  of  the  left  clavicle,  and  bad  several  ribs  broken,  including,  as  was  afterward,  found, 
the  first  The  patient  wa^  admitted  into  TT.  C.  H.  for  treatment,  and  was  n>ade  an  out- 
natient  Senterab  r  29.  1878.  He  was  readmitted  on  October  3 1  st  on  account  of  u  pulsating 
^Sng  occu^^^^^^^^^^  posterior  triangle  on  the  left  side,  wblcb  proved  to  be  an  aneurism  ot 
tbfit  bird  Dart  of  the  subclavian  artery.  .  ,., 

I  btSn^  Possible  to  compress  the  artery  between  the  heart  and  the  aneurism,  which 
rap  dly  increased  in  size,  Mr.  liealb  amputated  the  paralysed  arm  at  the  shoulder-joint  on 
November  4tb,  with  antiseptic  precautions,  tying  the  axillary  artery  with  a  catgut  ligature 
There  was  secondary  hemorrhage  to  the  extent  of  4  ounces  ten  days  afterwards  i  he  patient 
made  a  good  recovery,  but  the  effect  on  the  aneurism,  was  hardly,  if  a,t  all  appreciable. 
The  aneurism  continued  to  increase  in  size,  and  a  leaden  shield  was  moulded  to  it  for  support. 
On  two  occasions  a  grain  of  ergotine  was  injected  into  the  subcutaneous  tissues  without  beneht. 
On  Jan  1,  1879,  Mr.  Heath  introduced  into  the  sac  three  pairs  of  fine  sewing-need  es,  making 
each  pair  cross  within  the  sac.  Considerable  clotting  of  blood  occurred  around  the  needles, 
which  were  withdrawn  on  the  5th  day.  The  aneurism  gradually  became  sohd,  but  bronchitis 
supervened  and  the  patient  died  on  Jan.  18,  1879.  . 

The  fractured  first  rib  from  this  case  is  preserved  in  No.  107. 

1281.  Portion  of  a  brachial  artery  from  the  bend  of  the  elbow,  with  the  median 
basi'lic  vein  lying  over  it,  the  vein  having  been  opened  in  venesection.  In  opening 
the  vein  the  anterior  wall  of  the  brachial  artery  has  been  wounded,  the  injury 
having  led  to  the  formation  of  a  small  spherical  anetirism  between  the  artery  and 
the  median  basilic  vein.  No  communication  exists  between  the  sac  and  either  of 
the  vessels,  but  in  the  situation  of  its  original  communication  with  the  artery  is 
a  small  pit,  the  bottom  of  which  is  formed  by  a  white  tough-looking  cicatricial 
tissue.  The  vein  for  about  2-5  cm.  opposite  the  puncture  is  extremely  contracted  ; 
immediately  over  the  aneurism  it  appears  to  have  been  obliterated  after  complete 
division.  "  1460 

The  aneurism  has  doubtless  arisen  from  the  stretching  of  the  new  tissue  formed  in  the  repair 
of  the  wounded  vessels,  its  communication  with  which  has  subsequently  become  closed. 
The  sac  was  probably  filled  with  fibrin. 

1282.  Parts  of  the  brachial,  radial,  and  ulnar  arteries  of  the  right  side,  together 
with  the  median  basilic  and  basilic  veins.  At  a  point  which  was  situated  about 
12-5  cm.  above  the  bend  of  the  elbow  the  brachial  artery  divides  into  two  trunks 
of  unequal  size,  which  run  downwards  side  by  side  for  a  distance  of  15  cm.  and 
become  united  laterally  for  a  length  of  6  mm.,  beyond  which  they  are  continued 
into  the  two  vessels  of  the  forearm.  Between  the  median  basilic  vein  and  the 
lower  part  of  the  larger  of  the  two  divisions  of  the  brachial  artery  an  arterio- 
venous aneurism  has  been  formed.  The  aneurism  is  tubular  in  shape,  and 
measures  2-5  cm.  in  length  and  1-5  cm.  in  diameter;  it  is  thick-walled,  and 
communicates  freely  with  the  two" vessels.  Opposite  the  situation  of  the  aneurism 
the  vein  is  greatly  dilated,  and  its  wall  thickened  for  a  distance  of  about  8  cm. 
Ligatures  have  been  applied  to  both  divisions  of  the  brachial  artery  ;  from  the  larger 
division  the  ligature  has  separated,  and  the  vessel  is  completely' divided  at  a  point 
4  cm.  above  the  aneurism ;  on  the  smaller  division,  the  ligature,  which  is  still  in 
situ  and  includes  a  tributary  of  the  basilic  vein,  is  situated  6  cm.  above  the 
aneurism.  g9g 

There  are  several  paintings  of  the  limb  by  Sir  Charles  Bell  in  the  College  Collection  and  a  cast 
of  the  limb  m  the  Musfum  of  the  Eoyal  College  of  Surgeons.  (See  Lawrence,  Journ.  Amit. 
&  rhys,  1901,  vol.  xxxv.) 


INJUEIES  AND  DISEASES  OE  VEINS. 
Wounds  of  Veins. 

A  punctured  wound  of  a  vein,  such  as  is  made  in  venesection,  unites  by  first 
intention  without  occlusion  of  the  vessel. 

When  a  vein  is  ligatured  in  its  continuity  the  distal  part,  as  far  as  the  next 
valve,  IS  distended  with  coagulum  ;  the  proximal  part  is  either  empty  to  the  next 
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valve  or  contains  a  small  imperfect  clot  (1284).  The  changes  by  which  the 
Irteis.'  P"'™'''"""*^^'  obhterated  are  similar  to  those  which  occur  \n™mled 

A  vein  in  an  amputation  wound  is  usually  found  collapsed  and  empty  as  far  as 
the  next  valve  ou  the  proximal  side.  l  J 

1283.  Portion  of  an  internal  saphenous  vein,  showing  an  oval  ulcerated  aperture 
in  Its  wall,  which  was  made  with  caustic  potash  with  a  view  of  producing 
obliteration  of  its  cavity  The  vessel,  both  above  and  below,  is  shrunken  and 
contracted  ;  it  contains  a  few  adherent  shreds  of  fibrin,  apparently  the  remains  of 
a  disintegrated  clot.  The  wall  of  the  vein  is  thickened  in  its  whole  length  from 
infiammatiou.  ^  3600 

From  a  man  aged  48.    Death  ensued  ten  days  after  the  application  of  the  caustic,  from  phlebitis 
(pyasmia?).  '■ 

1284.  The  axillary  vessels  and  brachial  plexus  of  a  patient  who  died  from  gangrene 
of  the  arm.  The  axillary  vein  was  divided  in  the  situation  marked  by  the  piece 
of  whalebone,  during  the  removal  of  a  tumour  from  the  axilla,  and  has  been 
ligatured  on_  either  side  of  the  wound.  The  distal  portion  of  the  vein  is  tensely 
distended  with  a  firm  tapering  coagulum,  which  ceases  at  the  succeeding  valve': 
the  proximal  coagulum  is  much  smaller.  The  coats  of  the  vein  are  thickened 
and  swollen  in  the  immediate  neighbourhood  of  the  injury.  3743 

1285.  Portion  of  a  subclavian  vein  and  artery,  the  former  being  completely  occluded 
near  its  lower  end  by  a  surrounding  mass  of  tough  connective  tissue.  The  vem 
has_  been  filled  above  with  a  firm  laminated  coagulum,  which  is  closely  adherent 
to  its  inner  coat.  On  both  sides  of  the  obliteration  the  caUbre  of  "the  vein  is 
undiminished.  The  contiguous  portion  of  the  artery  is  quite  healthy.  The 
changes  were  probably  the  result  of  injury.  1340 

1286.  An  inferior  vena  cava,  wounded  during  the  operation  of  nephrectomy.  The 
wound,  which  is  marked  by  a  bristle,  is  about  3  mm.  in  length,  and  is  situated 
just  above  the  entrance  of  the  right  renal  vein.  Above  the  wound  the  vein 
contains  a  small  coagulum.  On  the  posterior  aspect  of  the  specimen  are  seen 
two  silk  ligatures  which  were  applied  to  the  pedicle  of  the  kidney. 

The  patient  died  24  hours  after  the  operalion ;  no  hjeniorrhage  had  occurred  from  the 
wounded  vein. 


Vakicose  Veins. 

It  is  necessary  to  make  a  clear  distinction  between  veins  which  are  merely  dilated 
from  obstruction  to  the  flow  of  blood  through  them  and  true  varicose  veins.  In  the 
former  condition  the  walls  are  merely  stretched  without  any  marked  change  in 
structure,  and  if  the  cause  of  obstruction  be  removed  they  quickly  return  to  iheir 
normal  condition.  In  the  latter  there  is  a  structural  change  in  the  coats  of  the 
vessel  which  is  permanent.  Varicose  veins  are  increased  both  in  diameter  and 
length,  and  thus  become  extremely  tortuous  (1289).  The  dilatation  is  not 
regular,  pouch-like  or  fusiform  enlargements  being  met  with  here  and  there, 
especially  at  the  situations  of  the  valves  (1291).  If  the  dilatation  be  not  very 
excessive  the  coats  of  the  veins  are  thicker  than  natural  and  abnormally  rigid,  so 
that  when  divided  transversely  the  vessel  gapes  like  an  artery.  In  the  pouches  or 
fusiform  enlargiments  the  coats  may  be  abnormally  thin.  Small  dilated  vusa  vasorum 
are  sometimes  visible  in  the  diseased  vein  (1290);  and  the  still  greater  enlargement 
of  these,  together  with  the  tortuous  main  trunk,  may  form  a  plexiform  arrangement 
almost  like  a  cavernous  nrcviis.    On  laying  a  varicose  vein  oi)en,  the  valves  are  found 
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to  be  incompetent,  sometimes  flattened  aerainst  the  wall,  in  other  ca^es  partially 
or  completely  destroyed  (1291).  Thus  the  weight  of  the  column  of  blood  is  no 
longer  broken,  and  this  still  further  aggravates  the  tendency  to  dilalation;  and 
should  such  a  vein  be  opened  either  by  wound  or  ulceration,  the  blood  will  flow 
from  the  proximal  side  even  more  freely  tliau  from  the  distal,  and  death  from 
Lsemorrliage  may  speedily  occur  (1289). 

Varicose  veins  are  most  common  in  the  lower  limbs,  but  they  are  also  fomid  in 
connection  with  the  testicle  as  varicocele,  in  the  rectum  as  piles,  in  the  pelvis  and 
other  situations.  Some  form  of  obstruction  to  the  rslurn  of  blood  is  probably  the 
immediate  cause,  but  this  is  often  associated  with  some  constitutional  or  hereditary 
predisposition. 

Varicose  veins  lead  to  congestion,  induration,  and  chronic  inflammation  of  the 
parts  from  which  they  carry  the  blood. 

Microscopic  examination  of  a  varicose  vein  shows  that  the  chief  charge  is  in  the 
middle  coat,  which  is  thickened  by  the  formation  of  abundant  new  fibroid  tissue  and 
a  varying  amount  of  hypertrophy  of  the  muFcular  tissue.  The  bundles  of  muscular 
fibre  cells  are  separated  one  from  another  by  the  new  connective  tissue.  In  the 
pouch-like  dilatations  the  middle  coat  may  be  thinner  than  natural.  The  inner  coat 
is  irregular  and  sometimes  roughened ;  and  this  together  with  the  slackened  circu- 
lafion  through  the  dilated  vein  tends  to  favour  coagulation.  Small  clots  may  form 
in  the  pouclies,  ant!  becoming  calcified  may  form  small  stony  concretions  known  as 
phleboliths  (1310).  Calcai^eous  plates  are  occasionally  found  in  the  walls  of  varicose 
veins,  as  in  chronically  inflamed  arteries. 

1287.  Portion  of  an  internal  saphenous  vein,  thickened  so  as  to  look  like  an  artery, 
and  reduced  in  capacity  from  chronic  inflammation.  The  connective  tissue  on  its 
exterior  is  loose  and  healthy.  591 

From  a  subject  brcuglit  into  the  clisseeting-room.     The  coats  of  the  femoral  vein  were 
extensively  calcified. 

1288.  ^art  of  an  injected  femoral  vein,  showing  a  thick  plate  of  earthy  substance 
which  has  been  formed  in  its  walls.  The  deposit  forms  a  branching  proce-^s  2-5 
cm.  in  length  and  4  mm.  w-ide.  Kear  the  lower  end  of  the  specimen  is  a  similar, 
though  much  smaUer,  deposit.  590 

1289.  Portion  of  the  skin  of  a  leg,  with  p  irt  of  one  of  the  superficial  veins  injected. 
The  vein  is  dilated,  increased  in  lengih,  and  tortuous.  The  skin  is  adherent  to 
the  convoluted  vein,  and  at  the  lower  part  presents  a  small  rounded  aperture 
through  which  a  piece  of  glass  has  been  passed.  The  apertixre  communicates  by 
means  of  a  small  cutaneous  branch  with  the  varicose  vein  beneath.  The  suiail 
branch  is  itself  varicose,  and  appears  to  have  entered  the  main  vein  at  the  spot 
indicated  by  the  curved  piece  of  glass.  A  similar  dilated  cutaneous  vein  enters  the 
convolution  next  above.  The  skin  is  pigmented  and  indurated  from  prolono-ed 
congestion;  above  the  opening  before  noticed  it  is  superficially  ulcerated.  The 
subcutaneous  fat  seems  but  little  altered. 

The  patient  was  a  young  man  who  was  brought  to  U.  C.  F.  fcr  lia?]iiorrhage  from  tiie  small 
opening  shown  in  llio  siiecimen.  Ho  diccl  fr..ni  loss  of  blood  bclore  rcat-liiu!;  the  hospitkl 
At  the  post-mortem  examination  water  injccled  by  the  exicriinl  iliac  vein  (lowed  freely  froni 
the  opening,  showing  tJiat  tiic  valves  were  incoiii potent,  and  that  tiie  fatal  li.TnuirrlinKe  came 
from  above  and  not  from  below.  It  will  bo  noticed  that  tlio  liremorrhaire  did  not  come 
from  tlie  main  trunk,  but  from  a  small  dilated  vein  lying  in  the  cutis.  ''jDurin"-  life  tliia 
would  have  been  visible  on  the  surface  as  a  siuall  elevated  blue  spot,  wliidi  could  have  been 
made  to  disappear  by  prcs.sure. 

1290.  A  mass  of  varicose  veins  from  the  inner  side  of  the  thigh,  injected.  At 
the  lower  part  of  the  specimen  is  a  torttiotis  plexus  of  veins  formed  chiellv  by  the 
internal  saphenous  and  a  large  tributary,  dilated,  lengthened,  and  bent  nnoii 
themselves  in  numerous  S-shaped  turns.    Some  smaller  dilated  veins  ioin  ti  n 
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mnss  at  different  points.  After  the  union  of  the  tributaries  the  saphenous  forms 
a  trunk  12  mm.  in  diameter  and  for  a  short  distance  straight  in  course,  but  at  the 
upper  part  again  tortuous.  The  diLitation  of  the  veins  is  greatest  at  the  points 
of  their  greatest  curvature.  The  injection  has  not  penetrated  the  vasa  vasorum, 
but  liere  and  there  dilated  vessels  may  be  seen  ramifying  on  the  surface  of  the 
dilated  veins.  The  specimen  was  injected  from  the  external  iliac  vein,  the  valves 
being  altogether  incompetent. 


1291.  A  varicose  saphenous  vein  from  the  lo-wer  part  of  the  thigh,  laid  open.  The 
coats  of  the  vein  are  thickened  and  unnaturally  opaque.  At  the  upper  part  of  the 
specimen,  immediately  below  the  entrance  of  a  small  tributary,  are  two  crescentic 
marks,  indicating  the  situation  of  a  valve  which  has  undergone  complete  atrophy. 
Immediately  below  their  union  each  of  the  tAvo  venous  trunks  A'ihieh  form  the 
specimen  is  marked  by  a  pouch-like  dilatation.  That  in  the  left  lies  immediately 
below  the  cusp  of  a  valve,  which  has  apparently  been  rendered  incompetent  by 
the  resulting  distortion.  In  the  right  trunk,  at  about  the  same  level,  is  a  valve, 
above  the  left  cusp  of  which,  and  below  the  right  are  considerable  dilatations. 
Still  lower  is  another  valve,  below  which  the  vein  is  again  dilated  and  lengthened 
into  an  irregular  capacious  sinus. 

This  specimen  shows  that  although  the  dilatation  takes  place  most  extensively  in  the  imnaedinto 
neighbourhood  of  the  valves,  tlie  pouches  so  formed  are  not  necessarily  mere  exaggerations  of 
the  natural  enlargements  opposite  the  flaps. 

1292.  Plaster  cast  of  a  leg,  in  which  the  veins  are  exceedingly  varicose.  The 
enlargement  commences  behind  the  malleoli,  and  is  traceable  upwards  along  the 
course  of  the  external  and  internal  saphenous  veins,  ceasing  in  the  back  of  the 
leg  at  the  ham,  and  continued  along  the  inner  side  as  far  as  the  parts  are  shown  in 
the  cast.  The  veins  on  the  back  of  the  foot  are  distended,  but  not  varicose.  The 
enlarged  vessels  form  an  extensive  knotty  swelling  in  the  calf.  At  the  inner  side 
of  the  knee  the  internal  saphenous  vein  is  dilated  to  about  the  size  of  the  little 
finger,  and  forms  a  long  serpentine  ridge. 

1293.  Portion  of  a  varicose  internal  saphenous  vein,  with  the  integument  lying 
over  it,  from  the  inner  side  of  the  thigh  of  a  post-boy.  The  vein  is  dilated  and 
so  increased  in  length  as  to  form  a  series  of  closely-set  transverse  loops  held 
logether  by  firm  supporting  bands  of  connective  tissue  passing  over  and  between 
them.  Tiie  wall  of  the  vein,  although  increased  in  area,  is  not  thinner  than 
natural;  its  canal  is  distended  with  coagulated  blood.  3596 

The  thrombosis  occurred  during  life. 

1294.  The  lower  part  of  an  internal  saphenous  vein,  together  with  part  of  the  fascia 
lata  and  muscles  of  the  thigh.  The  main  trunk  of  the  vein  is  not  dilated  or 
tortuous,  but  its  walls  are  thickened.  A  tributary  entering  the  lower  part  of  the 
vein  has  been  dissected  in  a  considerable  part  of  its  length.  It  is  tortuous, 
thickened,  and  dilated,  especially  at  the  points  of  greatest  curvature  ;  the  lumen 
is  imperfectly  filled  by  a  thrombus.  A  small  branch  passes  from  the  muscles 
through  the  deep  fascia  into  the  varicose  tributary  last  described. 

1295  Part  of  a  femoral  artery  and  vein,  together  with  the  upper  part  of  the 
internal  saphenous  vein.  The  wall  of  the  saphenous  vein  is  thickened,  and  its 
inner  surface  rugose  ;  the  valves  are  thickened  and  shrunken,  and  Mere  probably 
incompetent.  The  femoral  vein  is  similarly  afl^ected  from  the  point  of  entrance  ot 
the  saphenous  as  far  as  the  next  valve. 


From  the  same  case  as  the  preceding  specimen. 


TKXOUS  TIinOMnOSlS  AND  PHLEBITIS. 


VeKOITS  TlIllOMBOSIS  AND  PHLEBITIS, 

Thrombosis,  or  coagulaliou  of  the  blood  in  living  vessels,  is  of  extrein.ly  common 
occurrence  in  veins.  Coagula  formed  after  death  may  be  distinguished  from  those 
formed  during  life  by  tlie  following  points:— 

Post-morteTn  clots  do  not  completely  fill  the  vessels  in  winch  they  lie;  they  aie 
not  adherent  to  its  walls.  They  are  not  laminated  in  structure,  and  are  either 
uniformly  dark  red  in  colour,  or  those  parts  which  have  been  most  dependent  during 
coagulation  are  red,  while  the  upper  parts  may  be  colourless,  the  corpuscles  having 
sunk  down  after  the  cessation  of  the  circulation.  Post-inorte-m  clots  usually  end 
in  long  pointed  processes,  and  similar  processes  extend  into  the  tributary  veins. 
They  are  often  marked  by  casts  of  the  valves. 

Ante-mortem  clots  completely  fill  the  vessels  in  which  they  lie  (1300) ;  they  are 
more^or  less  firmly  adherenTto  the  walls  (1300) ;  they  are  denser  m  structure  and 
are  usually  laimuated  (liiOtJ'j.  If  old  they  are  more  or  less  completely  dee-olorised, 
and  the  decolorisati.)n  is  independent  of  position,  being  dependent  upon  the  age 
of  the  clot,  the  oldest  part  being  most  completely  decolorised.  Long  processes  of 
post-mortem  clot  are  often  seen  adherent  to  the  extremities  of  ante-mortem  clots. 

A  thrombus  may  undergo  various  changes  : — 

1.  It  may  be  absorbed,  and  the  channel  of  the  vein  restored. 

2.  It  may  undergo  chaugifs  similar  to  those  that  occur  in  the  chit  in  a  ligatured 

artery,  and  the  vein  may  thus  be  permanently  obliterated. 

3.  It  may  become  broken  up  and  a  more  or  less  considerable  portion  carried  into 

the  blood-stream.  In  the  case  of  the  systemic  veins  the  portion  of  clot  so 
detached  may  block  the  pulmonary  artery  or  one  of  its  branches  (1305). 

4.  It  may  calcify.    This  occurs  most  frequently  in  the  small  coagula  that  often 

form  in  the  sinuses  behind  valves.  It  is  also  occasionally  met  with  in  the 
veins  of  the  pelvis.  The  calcified  clots  form  small  rounded  stony  masses, 
known  as  phleboliths,  which  are  seldom  more  than  a  few  millimetres  in 
diameter  (1310). 

5.  It  may  soften.    This  only  occurs  when  the  clot  is  invaded  by  micro-organisms 

from  a  focus  of  infective  inflammation.  The  central  parts  of  the  clot  become 
completely  decolorised,  and  finally  break  down  into  a  fluid  closely  resembling 
pus  in  appearance.  This  fluid,  containing  fragments  of  disintegrating  clol, 
may  be  discharged  into  the  circulation  and,  by  lodging  in  distant  parts,  give 
rise  to  one  form  of  pya;mia  (1303). 

Thrombosis  is  most  commonly  the  result  of  changes  in  the  wall  of  a  vein  following 
injury  (li:84)  or  acute  inflammation.  It  is  favoured  by  any  condition  interfering 
with  the  flow  of  blood  through  a  vein,  as  in  general  feebleness  of  the  circulation,  or 
when  the  circulation  is  retarded  by  pressure,  as  from  tumours  or  by  strangulation  of 
a  part,  &c.  Venous  thrombosis  may  also  occur  in  association  with  acute  specific 
diseases,  septicajmia  and  pyaemia  (1303). 

Acute  pTihhitis. — In  an  inflamed  vein  the  coats  are  swollen  and  redder  than  natural, 
the  endothelial  lining  loses  its  natural  lustre,  and  very  early  becomes  covered  with  a 
thin  adherent  layer  of  clot.  The  redness  caused  by  post-mortem  staining  ir.ust 
not  be  mistaken  for  tiie  redness  of  iuflainination  ;  in  the  former  there  is  no 
swelling  of  the  coats  of  the  vein,  and  the  smoothness  of  the  endotheiiuju  is 
unchanged. 

Acute  phlebitis  may  follow  any  form  of  acute  inflammation  of  the  surroimding 
tissues  ;  it  may  occur  in  connection  with  certain  infective  processes,  such  as  pyemia 
and  septicaimia;  and  in  a  simple  form  is  a  common  complication  of  varicose  veins  of 
the  lower  extremities.  The  most  important  result  of  acute  phlebitis  is  thrombosis, 
and  in  the  most  severe  forms  of  phlebitis  associated  with  infective  inflammations' 
the  clot  may  break  down,  as  before  described,  and  cause  embolic  pyjemia  (1312). 
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1296.  Portion  ot  a  femoral  vein,  with  the  corresponding  part  of  the  femoral  artery, 
from  a  man  in  whom  the  superficial  veins  were  varicose  and  became  inflamed.  The 
wall  of  the  vein  is  thickened,  and  its  interior  is  imperfectly  lined  wilh  dis- 
integrating coagLihim. 

The  artery  and  the  vein  are  both  more  tortuous  than  natural.  3601 
From  a  man,  70  years  of  ngc,  in  ■\vbom  the  phlebitis  was  altributecl  to  exposure  to  cold. 

1297.  Portion  of  a  femoral  vein,  the  wall  of  which  is  tliirkened.  Behind  one  of 
the  valves  a  clot  has  formed,  perhaps  in  consequence  of  extreme  feebleness  of 
circulation.  6232 

1298.  Portion  of  a  vein  in  \\hich  a  similar  form  of  thrombosis  has  occurred. 
Adhering  also  to  the  inner  wall  of  the  vessel,  for  a  short  distance  above  the 
coagulum,  is  an  incomplete  layer  of  fibrin.  The  tributary  veins  entering  above 
and  below  the  vahes  are  filled  with  coagulated  blood.  "  5045 

1299.  The  lower  part  of  an  abdominal  aorta  and  the  iliac  arteries  with  the  accom- 
panying veins.  The  iliac  veins  are  full  of  coagulum,  whicii  extends  into  and  fills 
the  portion  of  the  vena  cava  shown  in  the  specimen  ;  the  coagulum  is  distinctly 
laminated.  The  walls  of  the  left  common  iliac  vein  pi-esent  the  a[)pearances  of 
inflammation  ;  the  contaiTied  clot  appears  to  have  been  in  process  ot:  disintegra- 
tion. The  walls  of  the  right  common  iliac  vein  are  but  little  affected.  The 
thrombus  was  probably  formed,  therefore,  in  the  vein  of  the  left  side,  from  which 
a  secondary  extension  has  occurred  into  the  right  iliac  vein.  3778 

1300.  The  lower  part  of  an  inferior  vena  cava  with  the  iliac  veins,  the  latter 
being  filled  with  a  firm  thrombus  which  reaches  for  a  short  distance  into  the  vena 
ca\  a.  On  the  left  side,  near  the  entrance  of  the  internal  iliac,  the  walls  of  the 
vein  have  been  much  altered  by  inflammation,  and  surround  a  firmly  adherent 
portion  of  the  clot ;  above  this,  the  coagulum  is  decolorised  and  ajipears  to  have 
been  softening.  2388 

The  thrombosis  probably  extended  into  the  veins  shown  fi-oni  the  internal  iliac  of  the  left  side, 
the  phlebitis  opposite  the  softening  portion  of  the  clot  being  due  to  its  infective  properties. 

1301.  Part  of  a  subclavian  \e'm,  with  the  internal  jugular  entering  it.  The  jugular 
vein  is  throughout  opaque,  and  coated  with  a  film  of  fibrin.  The  siibclavian  vein 
is  unaffected.  4107 

Tlie  changes  in  the  vein  extended  downwards  from  the  lateral  sinns,  and  occurred  as  a  com- 
plicalion  of  suppurative  otitis  media.    (Dr.  Garrod's  Case-book,  April  185-1.) 

1302.  Portion  of  an  internal  saphenous  vein,  the  wall  of  which  is  thickened  from 
inflammation.  The  lower  part  of  the  vessel  was  completely  occluded.  The  con- 
nective tissue  around  was  indurated  and  adherent. 

From  a  man  who  died  of  erysipelas  of  the  thigh,  consequent  on  extensive  laceration  from  the 
bite  of  a  horse.  In  the  recent  state  the  layer  of  fibrin  on  the  inner  coat  of  the  vein  was  of 
bright  orange,  the  coloration  being  due  to  softening  and  disintegration  of  Ibc  clot. 

1303.  The  popliteal,  femoral,  and  external  iliac  veins.  The  popliteal  and  lower  part 
of  tlie  femoral  vein  ai^e  intensely  inflamed,  their  walls  being  thickened  and  rigitl. 
In  the  recent  state  the  inner  coat  was  lined  with  a  layer  of  tenacious  purifonn 
fluid.  Above  this,  the  walls  of  the  vessel  arc  less  swollen,  and  the  vein  contains 
a  disintegrating  clot;  still  farther  upwards  the  coagulum  is  firmly  adherent  and 
laminated.  4215 

From  a  man  who  died  of  erysipelas  and  py.imia  after  amputation  of  the  great  too. 

130i.  Part  of  a  uterus  with  its  appendages,  and  the  entire  length  of  the  oy.arian  and 
renal  veins  of  one  side,  with  a  small  piece  of  the  inferior  vena  cava.  'J'ho  uterus 
is  hypertrophied,  its  sinuses  large,  and  its  interior  dtMUided  of  nnicons  membrane, 


sliowinc:  it  to 


YENOUS  'XllBOMBOSIS  AND  PHLEBITIS. 

have  been  recently  pregnant ;  the  sinnses  are  compressed  and  contain 
narrowUHforin  coagda.    The  interior  of  the  ovarian  vein  bears  evidence  ot  having 
been  recently  inflamed,  being  lustreless  and  thickened  ;  adherent  to  its  altered 
inner  coat  is  a  thin  layer  of  coagulated  blood.    The  renal  vein  presents  simila^ 
changes ;  and  both  veins  were  deeply  blood-stained. 
From  a  woman,  who  died  of  puerperal  fever.    The  ovarian  vein  was  probably  filled  witli  a 
thrombus,  which,  after  disintegration,  was  carried  into  the  circulation,  and  causeU  tno 
complication  of  which  the  patient  died. 

1305  The  left  half  of  the  pelvis,  together  with  the  pelvic  viscera,  of  a  female.  The 
iliac  veins,  and  many  of  the  tributaries  of  the  internal  iliac,  have  been  dissected 
and  laid  open.  The  external  iliac  vein  is  heahhy  ;  the  internal  iliac  vein  is 
imperfectly  filled  with  loosely  adherent  thrombus.  The  thrombus  is  not  con- 
tinuous, and  a  large  irregular  mass  occupying  the  upper  end  of  the  vein  projec-ts 
into  the  common  iliac.  The  prolongations  of  the  thrombus  extend  from  the 
internal  iliac  vein  into  several  of  its  tributaries.  In  the  case  of  the  vaginal  veins 
tiie  clot  extends  into  the  smallest  branches  which  have  been  dissected. 
There  is  no  evidence  of  disease  in  the  generative  organs. 

From  a  young  woman,  who  was  admitted  into  U.  0.  II.  with  obscure  pelvic  symptoms  and 
sio-ns  of  disease  in  the  right  hip-joint.  She  had  had  gonorrhoea.  The  affection  of  the  hip 
was  regarded  as  hysterical,  and  was  treated  with  the  cautery.  Whilst  walking  across  the 
ward  the  patient  fell  down  dead.  At  the  ■post-mortem  examination  the  pulmonary  artery  was 
found  to  be  filled  with  a  large  clot.  The  upper  extremity  of  the  right  femur  is  preserved 
among  the  specimens  of  Diseases  of  the  Joints,  No.  818  a,  (Mr.  Heath's  Case-books,  188;), 
vol.  i.  p.  1.) 

1306.  An  external  iliac  vein,  with  part  of  the  femoral,  the  vessels  being  occluded 
by  a  firmly  adherent  coagulum.  The  coagulum  is  continued  into  the  healthy  vein 
above  by  a  pointed  non-adherent  end.  The  walls  of  the  vein  opposite  are  swollen 
from  iutiammation.  1812 

From  a  case  of  phlegmasia  dolens. 

1307.  Portions  of  the  common  and  external  iliac  veins.  The  wall  of  the  vein  is 
swollen;  its  inner  coat  has  lost  its  natural  polish  and  gives  attachment  to  small 
fragments  of  clotted  blood.  At  the  lower  part  of  the  specimen  is  a  portion  of  a 
thrombus,  the  central  part  of  which  has  disintegrated  ;  the  portion  remaining  is 
firm  and  laminated.  The  tributaries  entering  the  vein  are  everywhere  filled  with 
adherent  clot.  The  inflammatory  condition  of  the  vein  is  presumably  due  to  the 
thrombosis.  906 

From  a  case  in  which  death  followed  parturition. 

1303.  Portion  of  an  external  iliac  vein  and  the  upper  part  of  the  femoral.  The  vein 
is  filled  with  a  iirm  laminated  coagulum,  adherent  above  to  the  inner  coat  of 
the  vessel.  The  wall  of  the  vein  is  thickened,  white,  and  firm,  and  united  with 
the  surrounding  consolidated  tissues.  905 

From  tt  case  of  phlegmasia  dolcns. 

1309.  The  lower  part  of  an  inferior  vena  cava  with  the  iliac  veins.  Adherent  to  the 
interior  of  one  of  the  common  iliac  veins  is  a  cylindrifurin  coagulum;  the  corre- 
sponding internal  iliac  vein  is  lined  with  disintegrating  fibrhi,  and  its  walls  are 
swollen  from  inllammation.  9iy 

From  a  case  of  phlegmasia  dolcns. 

1310.  The  ovaries,  broad  ligaments,  and  Pallopian  tubes  from  a  woman  aged  37. 
Some  of  the  branches  of  the  ovarian  vein  on  each  side  contain  a  few  small  phle- 
boliths,  varying  in  size  from  a  pea  to  a  millet-seed.  The  vessels  containing  the 
phleboliths  are  obliterated,  being  represented  merely  by  fibrous  cords  betweeix 
them.    Their  coats  are  firmly  adherent  to  the  calrareous  masses. 
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1311.  Tho  lower  part  of  a  urinary  bladder,  with  the  prostate  gland  and  vesicuia? 
seniiiiales.  Jn  the  venous  plexus  on  the  base  of  the  bladder  are  numerous  calci- 
lied  thrombi  (phleboliths)  ot  the  size  and  shape  oi'  peas  ;  some  of  them  lie  around 
the  lower  ends  of  the  ureters.  The  snrvownding  connective  tissue  is  loose  and 
liealth}-^,  and  shows  no  signs  of  previous  inttanimation,  3840 

1312.  A.  right  tonsil,  together  with  part  of  the  internal  jugular  vein  and  thft 
t  onimon  facial  vein,  with  a  small  radicle  entering  the  latter  from  the  outer  surface 
of  the  tonsil.    The  tonsil  is  enlarged,  and  a  clot  occupies  the  jugular  vein. 

From  a  man,  aged  26,  who  was  a-lmittod  into  U.  C.  11.,  under  tlie  care  of  Dr.  Eoberts,  Oct.  2, 
1897,  having  been  ill  for  a  fortnight.  The  riglit  tonsil  was  eriliU-ged  and  slonghy.  and  there 
was  a  swollen  gland  below  the  right  angle  of  the  lower  jaw.  The  right  tonsil  was  incised,  but 
no  pus  found.    Several  severe  rigors  occurred,  and  the  patient  died  on  the  second  day. 

At  the  postviortevi  examination  both  the  tonsils  contained  poi-kets  of  pus;  the  internal 
jugular  and  innominate  veins  of  the  right  side  were  filled  with  decolorised  clot,  in  parl.s 
softening  and  extending  a  short  way  into  the  subclavian  vein  and  vena  cava.  There  were 
numerous  infarcts  with  yellow  purulent  centres  in  both  lungs  ;  the  spleen  was  large  and  soft. 
(Dr.  Eoberts's  Case-books,  Males,  1897,  p.  43G.) 

1313.  The  lower  extremity  of  a  vena  cavn,  together  with  the  two  common  and 
external  iliac,  and  part  of  the  femoral,  veins.  From  the  bifurcation  of  the 
vena  cava  as  low  as  the  origin  of  the  deep  femoral  vein  the  vessels  contain  large, 
irregular,  adherent  thrombi.  In  some  places  the  thrombi  extend  into  the  pockets 
behind  the  cusps  of  the  valves,  and  in  one  of  the  valves  of  the  left  vein  a  small 
thrombus  fills  the  pocket,  bnt  does  not  ext-end  beyond  it.  The  walls  of  the  A^eins 
are  everywhere  thickened,  in  some  places  more  markedly  than  others,  with  the 
production  of  raised,  yellow,  opaque  patches  in  the  inner  surface.  8596 

Examined  microscopically,  one  of  the  thickened  patches  in  the  wall  of  the  vein  presents  a  den.se 
fibrous  structure. 

From  a  man  in  whom  gangrene  of  both  feet  occurred.  The  arteries  are  preserved  in 
Ko.  1164. 

Implication  or  Veins  by  Tumoubs, 

A  vein  is  never  the  seat  of  a  primary  tumour,  but  a  malignant  groAvth,  sarco- 
matOLis  or  carcinomatous,  when  situated  in  immediate  contact  with  a  large  vein, 
may  penetrate  its  coats,  and  grow  upwards  and  downwards  in  the  lumen  of  the 
vessel  (1317).  Coagulation  usually  takes  place  upon  the  growth,  and  the  vein  thus 
becomes  occluded  ;  but  before  this  occurs,  fragments  of  the  tumour  are  often  washed 
on,  and,  lodging  in  the  lungs,  produce  secondary  growths.  Probably  the  same 
process  occurring  in  the  more  minute  veins  is  the  mode  of  dissemination  of  sarco- 
mata, which,  as  a  rule,  are  spread  by  means  of  the  circulation  without  aifecting  the 
lymphatics. 

1314.  Portions  of  the  large  veins  at  the  root  of  the  neck  on  the  right  side.  In  the 
wall  of  the  external  jugular  vein  there  has  grown  a  lens-shaped  tumour,  the  new 
growth  being  placed  edgeways  in  the  length  of  the  vein  and  nearly  filling  its 
cavity.    The  inner  coat  of  the  vein  is  entire. 

1315  Portion  of  an  inferior  vena  cava,  in  the  wall  of  which  a  flattened  sarcomatous 
tumour  has  grown.  The  surface  of  the  growth  is  everywhere  covered  by  the 
inner  coat  of  the  vein,  and  is  slightly  lobulated.  The  growth  has  an  undulatory, 
somewhat  triangular,  outline,  and  measures  about  3  cm.  aloug  its  longest  side. 

From  a  case  of  multiple  small  round-cell  sarcomata  (see  No.  1 138). 
1316.  A  wax  model  of  a  vein  laid  open  to  display  a  well-defined,  lobulated,  maligmint 
tumour  which  has  grown  in  its  walls  and  almost  surrounds  the  vessel.  The 
nrowtli  is  spread  over  about  5  cm.  of  the  length  of  the  vein,  and  completely 
occludes  .it. 
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siieciraen  the  tumour  has  destroyed  the  wall  of  the  vein.  .    ^  j.  , 
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DISEASES  OF  THE  LYMPHATIC  GLANDS. 
AouTE  Inflammation  of  Lympuatic  Glands. 

m  f  .n,n,iinn  pause  of  acute  lymphadenitis  is  the  absorption  by  the  lym- 
The  most  common  ^"^J.  f^J^.^e  materials  produced  in  connection  with 

phatics  of  the  various  toxic  and  i^^^^t i^e  imx.         l  ^^^^^^^  membranes. 

different  inflammatory  ^^^^^^lons   espem^^^  glandular 

mZ  ho  scattere  "through  the  gLmd- substance  (1318),  and  especially  in  the  more 
Sent  foms "  his  suppuration  may  extend  to  the  periglandular  tissue,  so  that  the 
gland,  attached  only  at  its  hilum,  lies  in  an  abscess-cavity. 

1318  A  superficialinguinal  gland  in  which  acute  suppuration  has  occurred  The 
glaml  is  enlarged,  and  the  section  displays  a  large  number  of  yellow  foci  ot 
suppuration  scattered  through  the  pale  pink  gland-substance.  biUJ 
From  a  man  aged  30,  who,  whilst  lifting  a  heavy  weight,  felt  a  sudden  pain  in  his  left  grcn 
MlowTby  a  swell  ng  which  was  at  first  mistaken  for  a  berma.    Suppuration  followed,  and 
the  Sd  was  removed.    There  was  no  evidence  of  venereal  disease,  or  of  any  other  source  of 
infection.    No  micro-organisiiis  could  be  cultivated  from  the  pus. 

TtJBEiicuLOus  Disease  of  LxMPnATic  Glands. 

Tuberculous  disease  of  lymphatic  glands  is  very  common.  The  glands  are  enlarged^ 
and  in  the  early  stage  present  on  section  a  fleshy  semitrausparent  appearance.  As 
the  disease  advances  opaque  yellow  spots  appear  and  coalesce,  until  the  whole 
gland  may  be  converted  into  a  tirm  yellow  caseous  mass  (1319).  At  the  same  time 
the  capsule  is  thickened,  and,  as  the  result  of  chronic  intiammation  outside  it,  the 
gland  becomes  adherent  to  surrounding  structures  and  to  neighbouring  glands  (1322). 
Havino'  reached  this  stage  the  disease  most  commonly  ends  in  chronic  suppuration 
the  capsule  of  the  gland  is  perforated,  the  chronic  abscess  approaches  the  surface 
and  is  finally  discharged,  leaving  sinuses  leading  down  to  the  remains  of  the  diseased 
gland-tissue  (1321).  In  other  cases  the  caseous  gland  may  long  remain  quiescent, 
the  cheesy  material  becoming  hardened  and  often  calcareous. 

Tuberculous  disease  is  very  common  in  the  glands  of  the  thoracic  and  abdominal 
cavities.  Of  the  external  glands,  those  of  the  neck  are  most  commonly  affected  and 
next  in  frequency  the  axillary.  Tuberculous  disease  of  the  cervical  glands  is  usually 
preceded  by  a  simple  lymphadenitis  following  some  source  of  irritation  in  the 
corresponding  lymphatic  area,  especially  of  the  mouth  or  throat.  The  subsequent 
iufeclion  of  the"  inflamed  gland  with  the  tubercle  bacillus  may  probably  occm-  either 
from  the  same  source,  without  the  occurrence  of  any  obvious  tuberculous  lesion  of 
the  mucous  membrane,  or  through  the  blood-sf>ream. 

In  other  cases  the  tuberculous  infection  of  a  lymphatic  gland  is  secondary  to  Or 
primary  tuberculous  lesion  in  some  part  of  the  corresponding  lymphatic  area. 

1319.  A  group  of  tuberculous  cervical  glands.^  ,  Tj3^.mtlija.es  of  the  separate  glands 
is  somewhat  obscured  by_tl^e  inflamm"a1:ory  products  surrdirriding- .them  and 
binding  them  together.  TEe*seclion  shows  that  the  capsules  of  the  several  glands 
are  considerably  thickened,  and  in  most  parts  they  have  evidently  been  adherent 
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to  the  surrounding  Jissues.  The  normal  tissue  oF  the  glands  has  been  entirely 
replaced  by  hrni  veilovv,  caseous  material  arranged  in  lobes  connected  together  bv 
dense,  opaque,  iibroid  tissue,  ^ 

From  a  man  aged  23, under  the  care  of  Mr.  Barkor.  The  patient  was  of  delicafe health  and 
Ihoro  hud  been  a  painless  enlargement  of  the  glands  in  the  left  posterior  triangle  of  he  neck 
for  several  months.    There  was  no  other  evidence  of  tubercle.    The  glands  were  excised 

1320.  Two  tuberculous  axillary  glands  in  section.  The  larger  gland  consists  oE 
several  caseous  lobules,  softening  in  places  and  bound  together  by  dense,  white, 
fibrous  tissue.  The  smaller  gland  is  more  uniform  in  appearance,  and  is  bemnnin<^ 
to  solten  at  one  spot.  (54"  9  A 

From  a  woman,  aged  24,  under  the  care  of  Mr.  Barker.  The  swelling  in  the  right  axilla  w»«,  of 
lb  months  duration.  lour  sisters  and  several  brothers  had  ditd  of  consumption  The 
glands  were  excised. 

1321.  A  wax  model  of  the  right  side  of  a  child's  face  and  neck  showing  extensive 
tuberculous  disease  of  the  lymphatic  glands  in  the  anterior  and  posterior  triangles. 
The  enlarged  glands  form  several  superficial  swellings.  The  skin  below  and 
behind  the  jaw  presents  several  discharging  sinuses  and  an  irregular  cicatrix. 
An  ulcer  in  the  skin  of  the  chest-wall  was  probably  the  result  of  tuberculous 
disease  of  the  sternum  or  of  a  rib-cartilage.  2548 

1322.  A  chain  of  tuberculous  lymphatic  glands.  The  glands  are  fused  into  two 
chief  masses,  attached  to  which  are  three  or  four  sepiirate  glands.  The  masses 
and  the  separate  glands  are  connected  by  enlarged  lymphatic  vessels.  In  tne  two 
large  masses  the  outlines  of  the  separate  glands  can  be  recognised,  though  they 
.are  closely  united  by  fibroid  tissue  developed  as  a  consequence  of  inflammation 
extending  beyond  the  capsules  (periadenitis).  The  section  of  some  of  the  glands 
shows  the  capsule  thickened.    The  normal  tissue  of  the  gland  has  been  replaced 

*  by  opaque,  yellow,  caseous  matter,  for  the  most  part  firm,  but  here  and  there 
commencing  to  soften.  ■  57J9 

The  glands  were  removed  by  operation. 


LYMl'HABEXOMiV. 

Lymphadenoma  is  characterised  by  a  progressive  enlargement  of  the  lymphatic 
glands.  The  enlarged  glands  are  firmer  than  natural ;  on  section  they  are' white  or 
pink  in  colour  without  any  distinction  between  the  cortical  and  medullaiy  parts  ;  they 
may  be  stained  by  haemorrhage,  but  very  rarely  show  any  sign  of  fatty  degeneration 
or  caseation.  Even  in  the  later  stage s  t h e  in d i  vid uaF  gla n d s  of  a  group  may  remain 
separate  one  from  another  (1323),  but,  especially  if  the  glands  are  unusually  fibrous, 
adhesion  may  occur  (1325).  Microscopically  the  structure  of  the  enlarged  glands 
resembles  more  or  less  closely  that  of  the  cortex  of  a  normal  lymphatic  gland,  but  w  ith 
usually  an  excess  of  fibrous  tissue.  Lymphadenoma  may  be  limited  to  a  single  group 
of  glands,  most  commonly  those  of  the  neck  or  axilla,  or  the  disease  may  involve  all 
the  glands  iu  the  body.  In  the  latter  case  the  glandular  enlargement,  associated 
with  enlargement  of  the  spleen  and  anaemia,  constitutes  the  affection  known  as 
"Hodgkin's  Disease."  There  may  be  similar  overgrowths  of  the  lymphoid  tissue  iu 
the  alimentary  tract  and  liver,  and  deposits  of  the  same  structure  have  been  met 
with  in  the  bones  and  skin  and  elsewhere. 

Only  those  cases  in  which  a  limited  group  of  glands  is  affected  are  suitable 
for  operation  (1323). 

1323.  A  large  mass  of  lymphadenomatous  glands,  removed  from  the  neck  of  a  boy. 
'J'hey  form  a  chain  connected  by  large  lymphatic  vessels.  The  glands  vary  in  size 
from  that  of  a  pea  to  that  of  a  hen's  egg.    Tliey  ha\e  turued  out  smoothly  from 
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the  surrounding  tissues,  having  evidently  hoen  loosely  «7^P-ljf„y\J''^^'^^f^;;;; 
A  section  carried  through  one  of  the  larger  glands  shows  tliat  it  stjti  retanis 
L  Tnemrfon^  of  a  lymphatic  gland.  The  gland  is  composed  o  a  "umber  of 
senaSteTobules  corresponding  to  the  follicles  of  a  normal  gland,  but  greatly 
enlarged ;  its  capsule  is  linn.  TUe  tis.ue  of  which  the  lobules  are  --cle  up  differs 
little  to  the  naked  eye  from  that  composing  the  cortical  substance  ot  a  healthy 
gland  ;  it  shows  no  tendency  at  any  point  to  caseate  or  soften. 

'^Mcroscopio  Stncciure.-Tho  growth  has  the  structure  oflymphoid  tissue,  intersected  by  fibrous 

From'^a  boy,  a<rcd  15,  admitted  into  U.  C.  H.,  under  the  care  of  Mr  Barker,  in  1885.  The 
ghuulular  enlargement  in  the  left  side  of  the  neck  was  of  three  years'  duration.  There  was 
no  enlargement  of  other  lympl.atic  glands  or  of  tbe  li  ver  and  sp  een  Ulood-corpuscles  :  red, 
wo  thirds  of  the  normal  anmunt ;  white,  1  to  100  red.  Tlie  glands  were  removed  through 
an  incision  extending  from  below  the  lobule  of  the  left  ear  to  the  sterno-clavicular  articulation. 
The  internal  jugular  vein  was  freely  exposed.  The  patient  made  a  rapid  recovery,  (burg. 
Reg.  Rep.  18S5,°p.  36,  No.  582.) 

1324  A  large  chain  of  lyniphadenoraatons  glands  removed  from  the  axilla.  The 
glaiids  vary  from  1  cm.  to  6  cm.  in  diameter.  The  individual  glands  are  loosely 
held  together  by  lymphatic  vessels  and  areolar  tissue  ;  they  are  smooth  and  have 
evidently  been  easily  shelled  out  from  the  surrounding  tissues.  The  largest  gland 
has  been  cut  through  ;  the  divided  surface  presents  a  uniform  fleshy  substance 
with  a  tough  white  fibrous  centre  ;  there  is  no  caseation,  and  the  capsule  of 
the  gland  is  thin. 

Microscopic  Structure— The  growth  has  the  structure" of  lymphoid  tissue,  but  the  condition  of 
the  specimen  renders  microscoijic  exiimination  unsatisfactory. 
From  a  patient  under  the  care  of  Mr.  Quain. 

1323.  Half  a  lobulated  mass  of  lymphadenomatoas  glands,  measuring  19  cm.  by 
8-5  cm.  The  lobules  on  the  surface  of  the  mass  correspond  to  the  individual 
glands  of  which  it  is  composed.  The  surface  of  each  lobule  is  smooth  and  covered 
with  loose  areolar  tissue,  indicating  that  the  connections  with  the  surrounding 
tis'sue  were  loosed  On  the  cut  surface  the  outlines  of  the  separate  glands 
are  clearly  recognisable,  but  the  glands  are  for  the  most  part  firuily  bound 
together  by  dense  fibrous  tissue.  The  glands  present  a  uetirly  uniform  fleshy 
substance,  free  from  caseation,  and  intersected,  especially  in  the  case  of  the  largest 
gland,  by  fine  fibrous  bands. 

Microscopic  Structure. — A  section  of  the  firmer  part  of  one  of  the  glands  consists  almost  entirely 
of  delirate  fibrous  tissue,  containing  sniall  rounded  and  a  few  larger  rounded  cells.  In  some 
areas  the  sti-ucture  is  much  more  cellular  and  resembles  that  of  ordinary  lymphoid  tissue. 


PiiiMAiir  TuMouKs  01?  LxiiruATic  Gjlakus. 

Sarcoilia,  usually  of  the  small  round-cell  variety,  is  the  only  tumour  which  occurs 
as  a  primary  growth  in  the  lymphatic  glands. 


Secondahy  Tumours  of  Lympuatic  Glakds. 

The  lymphatic  glands  are  very  commonly  the  seat  of  secondary  tumours  of  various 
kinds. 

AH  carcinomata  tend  to  infect  the  nearest  glands.  The  secondary  growth 
agrees  m  structure  uith  the  primary  tumour,  whether  it  be  squamous,  columnar, 
or  spheroidal-cell  carciuoma.  Sarcomata,  as  a  rule,  do  not  infect  the  lym])hatic 
glands;  but  the  small  rouuchcelj__sarcoma  and  melanotic  sarcoma  aie  exceptions 
to  this  rule,  ihe  secondary  tumours  are^developed  from  cells  carried  from  the 
primary  growth  by  the  lymph  to  the  glands.    In  carcinomata  the  epithelial  cells 
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forming  the  essential  part  of  the  growth  grow  into  the  lymph-spaces  of  the  tissue 
they  are  invading,  and  thus  readily  infect  the  glands.  Ko  lymphatics  have  been 
proved  to  exist  iu  sarcomata. 

1326.  A  femoral  lymphatic  gland,  as  large  as  a  hen's  egg,  which  is  the  seat  of  an 
extensively  degenerated  carcinomatous  growth.  The  outer  surface  of  the  gland 
is  irregular,  and  the  surrounding  fat  is  llrinly  adherent  to  it.  The  section  displays 
an  irregular  central  cavity  surrounded  by  the  undegenerated  part  of  the  growth 
which  projects  into  the  cavity  in  the  form  of  irregular  fibrous  processes.  6458 

The  growtli  is  a  squamoiis-cell  carcinoma,  and  was  secondary  to  a  grovvLh  on  the  back  of  the 
Iftl't  leg,  for  whicli  amputation  had  been  performed  14  months  previously.  A  secondary 
deposit  in  the  femoral  glands  had  been  excised  in  the  Middlesex  Hospital  5  months  previously. 
The  gland  preserved  in  the  specimen  was  excised  together  with  the  overlying  scar.  The 
operation  was  followed  by  rapid  recurrence.    (Surg.  Keg.  Eep.  1889,  p.  144,  A'o.  2576.) 

1327.  Half  a  lobulated  tumour  removed  by  operation  from  the  axilla,  and 
consisting  of  a  large  glandular  deposit  of  melanotic  sarcoma  and  two  smaller 
glandular  deposits  which  are  not  pigmented  ;  the  whole  tumour  measures  9  cm.  in 
its  greatest  diameter. 

The  cut  surface  of  the  tumour  presents  a  peculiar  appearance,  resulting  from 
a  breaking-up  of  the  tumour-substance  into  irregularly  rounded  areas  by  inter- 
sections of  fibrous  tissue.  This  appearance  is  most  marked  in  the  central  part  of 
the  growth.    The  pigmentation  is  slight.  6480 

Microscopic  Structure. — The  tumour  is  an  alveolar  sarcoma ;  it  presents  a  fine  reticulum 
enclosing  small  spaces  which  are  occupied  by  large  round  cells  witli  a  single  round  nucleus. 
The  pigment  is  for  the  most  part  contained  in  fa.ieiculi  of  small  spindle-shaped  cells. 

The  tumour  was  removed  by  Mr.  Beck  from  the  axilla  of  a  middle-aged  woman,  in  whom 
there  were  numerous,  small,  pigmented  moles  on  the  chest  and  shoulders.  None  of  the 
moles  showed  any  signs  of  malignancy. 

1323.  -A-  mass  of  glands  from  the  groin,  which  are  the  seat  of  a  secondaiy 
deposit  of  melanotic  sarcoma,  together  with  the  small  primary  growth  removed 
from  the  foot.  The  glauds  are  seven  in  number,  and  the  largest,  which  has  been 
bisected,  measures  4  cm.  in  diameter.  The  pigmented  growth  is  readily  re- 
cognisable through  the  capsules  of  the  glands,  and  in  the  section  of  the  largest 
gland  the  black  pigment  gives  the  cut  surface  a  coarsely  marbled  appearance. 

The  primary  gro\^th  forms  an  ulcer  1  cm.  in  diameter,  iu  the  base  of  which  the 
growth,  marked  by  lines  of  pigment,  is  recognisable. 

Microscopic  Structure. — A  section  of  the  small  ulcer  on  the  foot  shows  a  nodule  of  growth  in  the 
base  of  the  ulcer  having  the  structure  of  n  mi.Kcd-cell  sarcoma.  Tlie  cells  are  in  many  parts 
rounded,  and  the  structure  approaches  that  of  an  alveolar  sarcoma.  The  pigmentation 
of  the  growth  is  very  slight,  but  pigment  is  more  abundant  in  the  base3  of  the  papilla;  around 
the  ulcer. 

The  parts  were  removed  by  Mr.  Heath  from  a  man,  aged  45,  who  died  a  few  months  after 
the  operation,  probably  from  internal  recurrences. 


DISEASES  OE  THE  LIPS. 
Habe-lip.    See  Congenital  Malformations. 

TUAIOURS  Of  THE  LiPS. 

IIucous  cysts  are  not  uncommon  on  the  inner  surface  oE  the  lips  and  cheeks. 

An</ioma  of  the  lips  is  common.  It  is  usually  of  (he  cavernous  variety  (1330).  It 
may  occur  as  a  single  tumour  or  may  involve  considerable  parts  of  one  or  both  lips, 
and  may  be  associated  with  similar  growths  on  the  inner  aspect  of  the  cheeks  or  of 
the  tongue  or  floor  of  the  mouth. 

Lymj^hamjioma  of  the  lips  occurs  in  the  condition  known  as  Macroclieilia. 
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-77       r.f        lins  resembles  similar  growths  in  other  parts  of  the  body. 
oS'ly  at  t  iTao'r  Ion  of  ep,tl,.]i?,m  take,  place  upon  fte  waj-ty  growth, 
Lfccasionauy  du  «        „^crescence,  which  may  attain  a  considerable  size  132J). 
^'^7I:::L  is  W  S  nu-e  oas^s  growing'in  connection  with  the  labial  glands 

^^TLnous  carcinoma  of  the  lip  is  very  common,  and  affects  much  more  frequently 
^f|!(«nioifs  f  1  common  in  men  than  in  women.    It  first 

atSrL  a  wa  tV^fowif  oe  smd  si«e  which  ulcerates  eaidy^  The  base  of  the 
Xer  s  hard  and  fndurated,  its  edges  raised  and  everted,  and  its  floor  uneven  and 
o  en  slonlhy  (1333).  A  section  through  the  growth  shows  that  it  infiltrates 
?he  ndgl  bouVmg  structures  more  or  less  extensively,  and  in  the  fresh  state  the 
almost  pui-^  whitt  substance  of  the  tumour  contrasts  strongly  with  the  surrounding 
n  use  e  Similar  growths  are  sometimes  met  with  on  the  inner  aspect  of  the  cheeks. 
Secondary  deposit!  in  the  glands  below  the  jaw  are  common.  After  removal,  c.^c>- 
noma  frequently  recurs  in  the  lymphatic  glands  and  in  the  scar.  Nos.  133S,  1339, 
and  1340  illustrate  the  extensive  operations  performed  for  such  recurrences. 

1 329  A  small  horny  excrescence,  together  with  the  portion  of  the  border  of  the  lower 
hp  from  which  it  "has  grown.  The  horny  substance  is  arranged  m  long  columns 
and  lamin£B  set  parallel  one  with  another  and  vertically  to  the  subjacent  surface, 
and  formed  on  greatly  hypertrophied  papilla?.  2(J29 

1330  A  venous  nffivus  whii-h  was  removed  from  a  lower  lip.  The  tumour  forms 
au  'almost  oviil  mass  about  4  cm,  in  length  and  2-5  cm.  in  breadth.  It  is  covered 
in  part  by  thinned  skin,  and  in  part  by  mucous  membrane;  the  former  has  in 
places  been  destroyed  by  sloughing,  The  tumour  now  consists  mainly  of  blood 
coagulated  in  the  vessels  composing  it.  3547 

It  was  removed  by  ligature  from  a  lad  under  the  care  of  Mr.  Liston. 

1331.  Portion  of  a  lower  Hp,  in  the  substance  of  which  a  small  spherical  tumour  has 
grown.  The  growth,  which  has  a  diameter  of  12  mm., is  distinctly  circumscribed; 
it  is  probably  an  adenoma  which  has  originated  in  one  of  the  labial  glands.  Near 
its  surface  portions  of  the  tumour  have  a  semigelatinous  aspect,  like  boiled  sago. 

635 

Microscopic  Structure. — The  tumour  consists  of  a  delicate  fibrous  stroma,  wLieli  in  some  parta 
presents  collections  of  fat  cells  and  in  other  parts  is  replaced  by  a  hyaline  ground-substance 
containing  small,  branclied  connective-tissue  cells.  Throughout  the  tumour  are  epithelium- 
lined  spaces.  These  spaces  are  e.xcecdingly  irregular  in  size  and  shape,  some  hai-ing  the  form 
of  long  irregular  clefts,  others  being  snuiller  and  moi's  rounded  in  shape.  The  epithelium, 
lining  the  spaces  presents  very  varying  characters;  in  some  parts  it  appears  as  a  more  or  le^a 
regular  layer  of  cubical  or  columnar  cells,  but  in  many  spaces  the  epithelium  has  proliferated 
so  as  to  form  polypoid  projections  or  even  more  or  loss  completely  to  fill  the  lumen. 

The  parts  were  removed  by  Mr.  Liston  from  an  old  man,  in  whose  lip  the  tumour  had  been 
growing  for  ten  years. 

1332.  A  V-shaped  portion  of  a  lower  lip,  measuring  3-5  cm.  across  Us  base,  removed 
for  carcinoma.  On  the  culaneous  aspect  the  growth  has  an  oval  border  separated 
by  nearly  1  cm.  from  the  divided  edge  of  the  skin  ;  in  its  centre  is  an  uneven 
ulcerated  pit,  and  over  the  rest  of  its  extent  the  tumour  has  a  fissured  surface  as 
if  excoriated;  the  margins  of  the  ulcer  rise  above  the  level  of  the  surrounding 
skin.  The  raised  edge  forming  the  right  border  of  the  ulcer  presents  many 
small  round  depressions,  apparently  enlarged  cutaneous  follicles.  The  growth 
has  infiltrated  the  entire  thickness  of  ihe  lip,  and  projects  posteriorly  beneath  the 
mucous  membrane,  which  has  for  the  most  part  been  infiltrated  by  and  ia 
ulcerated  over  it.  The  edge  of  the  ulcer  is  raised  and  markedly  everted.  The 
amount  of  disease  on  the  deep  aspect  is  considerably  greater  than  on  tlie 
cutaneous ;  the  two  ulcerated  surl'aces  appear  to  have'  been  continuous  by  a 
fissure  crossing  the  free  border  of  the  lip.  3580 

From  a  patient  under  the  care  of  Mr.  Liston. 
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1333.  1  he  who  e  of  tl>e  n.obt  halt  of  both  hps,  with  the  part  of  the  cheek  adioiain- 
the  angle  of  the  n,outh,  removed  by  operation.  The  borders  of  the  lips  have  been 
extensively  destroyed  by  an  ulcerating  carcinoma.  The  lower  lip  is  the  chief  seat 
o  the  growth,  and  is  everted  and  considerably  increased  in  thickness;  the 
u  ccrated  sur  ace  is  uneven  and  coarsely  granular.  Close  beyond  the  corner 
ot  the  mouth  IS  a  small  globular  extension  of  the  growth,  over  which  the 
skin  IS  adnerent  aud  mfillrated.  On  the  back  of  the  removed  parts  the  ulceration 
IS  considerably  more  extensive,  and  reaches  to  the  outer  and  lower  ed-e  of  the 
specimen.  ^ 

From  a  young  man,  aged  21  under  tlie  care  of  Sir  J.  Erichsen.    The  patient  had  been  in  the 
iiospilal  some  time  previously,  and  was  at  first  treated  for  syphiliiic  ulceration  of  the  moutli 
,  ,  °        of  about  eighteen  moiitha"  growth  ;  no  cause  lor  its  appearance  was  assisn- 

ablc.  ihe  growth  was  freely  removed,  the  wound  being  repaired  by  a  plastic  operation  The 
disease  recurred  very  rapidly  in  the  scar,  aud  the  patient  left  the  hospital  to  return  to  the 
country  in  a  hopeless  coudilion. 

1334.  >Sectious  of  a  portion  of  a  lower  lip  excised  for  carcinoma.  The  growth  is 
confined  to  the  mucous  aspect  of  the  lip,  and  is  covered  with  an  oval,  brownish- 
black,  horny  scab.  The  disease,  as  displayed  by  the  section,  has  no  well-defined 
limit,  and  on  either  side  extends  to  the  edges  of  the  parts  removed  ;  along  the 
margin  of  the  growth  are  sections  of  some  of  the  labial  glands.  The  substance 
forming  the  tumour  is  of  a  milky  whiteness  and  firm  in  structure  ;  in  many  parts 
the  areolar  tissue  and  muscular  fibres  of  the  lip  are  discernible  in  its  midst. 

1335.  Part  of  a  lower  Hp,  together  with  the  adjacent  part  of  the  right  cheek, 
removed  for  carcinoma.  On  the  cutaneous  aspect  the  growth  has  an  irregularly 
quadrilateral  outline  and  measures  6  cm.  vertically  and  4-5  cm.  from  side  to  side, 
extending  from  the  free  edge  of  the  lip  downwards  nearly  to  the  point  of  the  chin. 
The  growth  presents  an  irregularly  tuberculated  surface,  and  except  at  the  lower 
part  the  border  is  abruptly  i  aised.  The  tumour  involves  the  whole  thickness  of  the 
lip,  anda[)pears  on  the  posterior  surface  in  an  irregularly  oval  area,  much  smaller 
than  that  occupied  by  the  cutaneous  part  of  the  growth.  At  the  lower  part  of  its 
posterior  surface,  where  the  growth  was  adiierent  to  the  front  of  the  jaw,  the 
cut  surface  has  a  dead-white  colour  contrasting  with  that  of  the  surrounding 
muscle.  6400 

Microscopic  Structure. — A  lypical  squamous  carcinoma. 

From  a  man,  aged  55,  who  was  admitted,  under  the  care  of  Mr.  Beck,  into  U.  C.  H.,  Oct. 
1888.  The  growth  began  as  a  hard  brown  spot  on  the  lip  six  months  before  admission.  The 
portion  of  the  lower  jaw  to  which  the  growtii  was  adherent  was  removed.  The  defect  in  the 
lip  left  by  the  removal  of  the  tumour  was  repaired  by  a  plastic  operation.  There  was  no 
evidence  of  recurrence  three  years  after  the  operation.  (Surg.  Eeg.  Eep.  1888,  p.  40, 
No.  1874.) 

1336.  The  whole  of  a  lower  lip  together  with  a  V-shaped  portion  of  the  skin  below, 
removed  by  operation  for  squamous  carcinoma.  The  growth  involves  the  whole  of 
the  free  border  of  the  lip  in  its  whole  thickness,  and  extends  downwards  on  the 
cutaneous  surface  with  an  irregularly  V-chaped  outline  to  a  point  3  cm.  below 
the  free  margin  of  the  lip.  On  the  mucous  surface  the  growth  is  only  half  as 
extensive  as  on  the  cutaneous  surface.  The  surface  of  the  tumour,  which  is  raised 
about  6  mm.  above  the  surrounding  skin, is  coarsely  papillomatous  in  appearance; 
the  edges  are  abruptly  raised  and  in  many  parts  distinctly  overhanging.  6978 

Microscopic  Structure. — The  tumour  is  a  typical  squamous-cell  carcinoma, 

From  a  man,  aged  77.  in  whom  the  growth  on  the  lip,  which  began  as  a  wart,  had  existed 
for  fourteen  months.  The  lip  was  repaired  by  a  plastic  operation.  (Surg.  Keg.  liep.  1S93, 
p.  4G,  No.  491.) 

1337.  The  left  angle  of  a  mouth,  together  with  a  V-shaped  portion  of  the  whole 
thickness  of  the  adjacent  part  of  the  cheek.    On  the  mucous  surface  of  the  cheek 
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there  is  a  carcinomatous  ulcer,  ^^•hich  extends  up  to  tlie  angle  of  the  mouth  and 
for  a  distance  of  I'o  cm.  involves  the  mucous  surface  of  the  lower  hp.  Ihe  ulcer 
measures  2  cm.  across  and  presents  a  somewhat  warty  surface.  ^^>' 

1  qaft  Part  of  a  lower  iaw,  including  the  symphysis  and  the  body  on  either  side  for 
about  2-5  cm.,  together  with  the  soft  parts  forming  the  chin  and  muldle^of  the 
lover  lip  the  whole  being  removed  for  carcinoma.  The  growth  has  mvaaed  the 
entire  thickness  of  the  soft  parts,  and  is  intimately  adherent  to  the  bone ;  its 
upper  part  is  deeply  ulcerated,  the  edges  of  the  ulcer  being  sinuous  and  slightly 
raised  aud  rounded. 

From  a  man,  aged  58,  admitted  under  Mr.  Ileatb's  care,  May  17,  1876.  About  eighteen  months 
m-eviouslv  the  patient  noticed  a  small  crack  on  the  inner  side  of  the  lower  hp,  which,  after 
increasing,  healed  np,  a  firm  swelling  having,  however,  by  this  time  formed  in  Us  situation. 
In  July  1875  the  patient  went  into  the  Maidstone  Infirmary,  where  the  diseased  parts  were 
•  removed.  In  December  a  fissure  reappeared  in  the  same  spot,  a  gvowth  subsequently 
appearing  on  either  side  of  the  fissure.  .      ,   ,  t  ru 

The  patient  was  in  the  habit  of  smoking  a  clay-pipe,  holding  it  to  the  left  corner  ot  the 
mouth,  where  he  first  noticed  the  fissure. 

In  May  lS7(i  the  parts  preserved  in  the  specimen  were  removed  by  operation. 

The  patient  was  attacked  with  bronchitis,  and,  in  addition,  the  wound  wa.s  affected,  on  the 
tenth  day  after  the  operation,  with  erysipelas,  and  the  patient  died  on  the  following  day. 
(Mr.  Heath's  Case-books,  1876,  vol.  i.  p.  76.) 

1339.  The  anterior  part  of  a  lower  jaw,  removed  by  vertical  division  behind  the 
second  bicuspid  teeth,  together  with  the  soft  parts  of  the  chin.  Involving  the 
skin  of  the  chin  is  a  large  carcinomatous  ulcer,  irteasuring  6  cm.  transversely-  The 
ulcer  presents  an  irregidar  nodulated  surface  and  a  raised  sinuous  border,  which  in 
many  parts  is  considerably  everted.  There  is  no  evidence  of  disease  on  the 
divided  surface  of  the  jaw  or  soft  parts.  6781 

Microscopic  Structure. — The  growth  is  a  squamous-cell  carcinoma. 

From  a  man,  aged  29,  who  was  adii  itted  into  U.  C.  H.,  under  the  care  of  Mr.  Heath,  on 
Nov.  30,  1891.  A  growth  on  the  lower  lip  of  two  years'  duration,  and  believed  to  be  diia  to 
the  irritation  of  a  tobacco-pipe,  had  been  removed  in  Malta  on  April  11,  1889.  Before  the 
operation  an  enlarged  gland  had  been  detected  in  the  riglit  side  of  the  neck.  In  June  1891 
a  swelling  of  the  chin  was  first  noticed  and  in  August  ulceration  occurred.  On  admission 
there  was  a  scar  in  the  lower  lip  near  the  right  angle  of  the  month,  an  extensive  fungating 
growth  on  the  chin  adherent  to  the  jaw,  and  enlarged  glands  ou  both  sides  at  the  upper  part 
(if  the  neck.  The  parts  preserved  in  the  specimen  were  removed  by  operation  on  'Nov.  25, 
1891.  The  patient  left  the  Hospital  Jan.  27,  1892;  several  small  sequestra  had  separated 
from  the  jaw  and  the  wound  was  not  quite  healed.  (Mr.  Heath's  Case-books,  1892,  vol.  i. 
p.  262.) 

1340.  The  soft  parts  forming  the  chin,  together  with  the  lower  part  of  the  body 
of  the  jaw  for  about  its  middle  7  cm.,  the  whole  bring  remo\ed  for  recurrent 
carcinoma.  The  growth  forms  a  prominent  oval  mass,  measuring  about  9  cm.  from 
side  to  side,  and  closely  surrounding  the  lower  I  order  of  the  jaw ;  on  the  left  side 
a  portion  of  the  bone  has  been  replaced  by  nodules  of  tiunour-substance  ;  the 
tumour  projects  po.steriorly,  so  as  to  fill  the  concavity  of  the  jaw  for  a  distance  of 
5  cm.  The  skiri  is  almost  everywliere  intimately  united  to  'the  substance  of  the 
tumour,  and  is  in  places  raised  in  round  and  oval  swellings  by  extensions  of  the 
growth;  in  these  situations  the  integument  is  smooth,  tiiiiined,  and  apparently 
infiltrated.  In  two  or  three  i)laces  ulceration  lias  spread  very  deeply  into  the  main 
substance  of  the  growth,  which  is  extensively  hollowed,  and  bevoiid  this  into  the 
parts  beneath  the  floor  of  the  mouth.  The  tumour  is  compo.sed  of  an  opaque 
firm,  homogeneous  substance,  intersected  by  scanty  lines  of  white  fibrous  tissue.  ' 

From  a  man,  aged  55,  a  fisherman,  admitted  muler  Mr.  Heath's  care,  Nov.  1875.    Four  Te'ir<, 
befxire  admission  an  ulcer  formed  in  the  lower  lip  close  to  the  left  angle  of  the  mouth.  ^ 

•  f   H    li/r       '  ^'^^        appearance  of  the  disease,  the  patient  went 

into  the  Monmouth  Hospital,  where  the  growth  was  removed  bv  a  V-shaped  iueilion 
About  twelve  months  before  admission  into  U.  0.  II.  a  small  swelling  appear  cinder  the 
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front  of  tbe  lower  jiiw  on  the  left  side,  and  about  four  nioiUlis  before  admission  the  evowth 
coiniiienced  to  ulcerate.  ° 

The  diseased  mass  was  removed  by  making  an  incision  around  it  to  the  hone  which  was  then 
sawn  through  in  the  same  plane.  The  mouth  wn.s  not  opened,  nor  the  alveolar  border  of  the 
jaw  injured.  The  extensive  surfaco  resulting  was  left  to  lieal  by  granulation.  Oicatris'ition 
was  not  complete  when  the  patient  left  the  hospital,  Dec.  2.'),  1875.  Tlie  disease  returned 
soon  afterwards,  and  ended  fatally  in  a  few  month.s.    (Mr.  Heath's  Case-books  1875  vol  i 


DISEASES  OF  THE  JAWS  AND  GUMS. 

iNrLAMMATION  01"  TKE  GUMS  AND  ITBIGHBOUEIlirG  MtJCOUS  SuEFACES. 

The  numerous  inflammatory  affections  to  Avhich  these  parts  are  liable  cannot  be 
illustrated  by  Museum  specimens. 

Ganr/renous  stomatitis  or  C'ancrum  oris  usually  commences  in  the  mucous  mem- 
brane of  the  cheek,  and  rapidly  extending  to  the  skin  may  lead  to  extensive 
destruction  of  the  soft  parts  (1341).  The  disease  occurs  in  childhood,  and  is 
usually  fatal.  If  recovery  occau's  great  deformity  may  restilfc  and  the  jaws  be 
immovably  bound  together  by  the  cicatrix. 

1341.  A  Avax  model  of  the  face  of  a  child  who  died  of  cancrum  oris.  In  the  left 
cheek  is  an  oval  opening,  measuring  4  cm.  and  3  cm.  in  its  chief  diameters;  through 
this  opening,  which  is  as  largo  almost  as  Ihe  mouth  itself,  the  dental  arches  and 
tongue  are  plainly  visible.  The  edges  of  the  ulcerated  gap  are  slightly  uneven  or 
jagged,  and  are  neilher  inverted  nor  everted,  the  opening  appearing  as  if  cleanly 
punched  out;  its  deeper  parts  are  covered  with  sloughs.  2524 

1342.  A  tongue  together  with  the  tissues  of  the  floor  of  the  mouth  and  adjacent 
parts.  As  the  result  of  a  gangrenotts  inflammation,  the  mucous  membrane  of  the 
anterior  part  and  the  whole  of  the  right  side  of  the  floor  of  the  mouth  has  been 
destroyed,  leaving  a  ragged  shreddy  surface  of  a  brownish  colour.  Posteriorly  on 
the  right  side  the  destructive  inflammation  extends  backwards  as  far  as  the  anterior 
pillar  of  the  fauces  and  extends  upwards  into  the  cheek.  Both  the  sublingual 
salivary  glands  are  exposed.    The  disease  has  not  extended  to  the  tongue.  58S9 

From  a  boy,  aged  12,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Mr.  Heath,  on  Jan.  31 , 
1883.  About  a  week  before  admission  a  raised  black  area  was  noticed  on  the  inner  surface 
of  the  right  cheek.  On  admission  the  lower  gum  on  the  right  side  was  spongy  and  ulcerated 
and,  opposite  the  first  molar  tooth,  covered  with  a  greyish  slough  ;  nitric  acid  was  applied 
under  chloroform.  On  Feb.  2  the  cerviL'al  glands  were  tender  and  swollen.  On  Feb.  7  the 
ulceration,  which  was  spreading,  was  scraped  and  cauterized.  On  Feb.  10  there  was  a 
naijular  rash  on  tbe  buttocks  and  legs.  Sloughing  in  the  mouth  continued  to  spread  and 
deiilh  occurred  on  Feb.  18.  At  the  jMst  mortem  examination  tlie  sloughing  in  the  mouth  was 
found  to  have  extended  along  the  left  lower  gum  as  far  as  the  first  molar  tooth.  The  right 
side  of  the  lower  jaw  was  bare  as  high  as  the  tip  of  the  coronoid  process,  and  there  was 
extensive  sloughiu^r  in  the  right  cheek.  There  was  broncho-pueumonia  of  the  right  side  and 
both  nleur*  contained  fluid.  Tliere  were  potechiic  in  the  pleura,  pericardium,  endocardium, 
and  lieneath  the  capsule  of  the  right  kidney.  There  were  numerous  hajmorrhages  on  the 
inner  surface  of  the  dura  of  both  hemispheres  and  hemorrhages  m  the  rigiit  retiua. 
(Mr.  Heatir.s  Casc-hooJcs,  1883,  vol.  i.  p.  151.) 

1 W  Part  of  a  left  upper  jaw  from  a  case  of  acute  leuktcmia,  showing  considerable 
svve'lling  of  the  gum,  which,  especially  on  the  inner  aspect,  is  grey  and  slo"g»^,^ 

•  From  a  man  aged  19.  who  was  admitted  into  U.  0.  H.  Feb.  22,  1S97.  The  chief  symptoms 
wTre  pdlor  wa.sling,  glandular  enlargement,  petechi.T^  on  the  trunk  and  hinbs,  and  fever. 
Se  teet!  Trl  tl'elefrupiier  jaw  were^ery  loo.e  and  embedded  m  u  largo  ungating  mass 
Wvincthe  gum  on  botli  sides  of  the  alveolus  and  the  adjacent  part  of  the  roof  of  he 
outh  the  nfaTwas  soft  and  ulcer.^^  in  two  places  and  bled  readdy,  the  gmns  m  „  her 
mr  were  re  and  spongy.  The  patient  died  on  March  5.  There  were  Ivmpho,. 
Sous  organs  with  h.-rmorrhages!  (See  Bradford  and  Shaw,  "  Acute  Leukium.a,  Med.  Chir. 
Trar.s.  vol.  Ix.xxi.  18'.)8,  p.  343.) 
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1344  Part  of  the  alveolar  border  of  the  right  upper  jaw  from  a  case  of  acute 
leukffiinia     On  the  outer  aspect  the  gum  is  ulcerated. 

purpuric  ^Pf  ^  °"  ^upS    ■  tho  breath  w,vs  very  offensive,  and  the  giun  of  tlie 

swelling  and  ulceration  ^^'''^^^  "W®'  ''P-' ,  ^  ^i^le  of  the  lower  iaw  was  swollen  and  ulcerated 

Leuksemia,"  Med.  Obir.  Trans,  vol.  kxxi.  1898,  p.  6bo.) 

Neceosis  op  the  Jaws. 

Necrosis  of  the  jaws  is  very  common,  the  lower  being  more  frequently  affected 
th^'the  pp  r  The  most  ituportant  cause  is  an  inflammation,  usual  y  with  sup- 
pur  at  on  X^^^^  beginning  in  connection  with  the  teeth  ;  the  necrosis 
fn^v  be  hmited  to  the  wall  of  an  alveolus  or  may  involve  the  alveokr  border  or 
ve^i^crlrable  part  of  the  body  of  the  jaw  (1352).  Necrosis,  usually  limited 
to  the  alveolar  border,  is  not  uncommonly  the  result  of  ulceration  of  the  gums, 
leadin-  to  exposure  of  the  bone,  and  may  thus  follow  the  various  forms  of  ulcerative 
stomatitis,  mercurial  stomatitis  (1345),  and  ulcerating  growths.  Necrosis  of  the 
jaws  may  also  occur  as  a  complication  of  certain  of  the  acute  specific  fevers,  such 
as  scarlet  fever,  measles,  and  typhoid  fever  (13-18). 

Syphihtic  necrosis  is  most  common  in  the  palatine  processes  of  the  upper  3aw 
and  is  usually  associated  with  loss  of  substance  in  other  parts  of  the  bony  and 
cartilaginous  "boundaries  of  the  nasal  cavities  (588).  _       _  , 

A  special  and  sometimes  very  extensive  form  of  necrosis  of  the  jaws  is  met  with 
as  the  result  of  phosphorous  poisoning. 

Necrosis  occasionallv  follows  fractures  of  the  jaws  (31,  143). 

The  separation  oE  "sequestra  from  the  jaws  is  often  exceedingly  slow,  hut  the 
repair,  even  after  extensive  loss  of  substance,  especially  of  the  lower  jaw,  is  often 
very  complete. 

1345.  Two  sequestra,  including  parts  of  the  alveolar  border  of  the  upper  jaw, 
together  with  some  oE  the  temporary  teeth  and  sacs  of  the  permanent  ones,  from 
a  child  about  9  years  of  age.  2656 

The  necrosis  is  said  to  have  been  caused  by  an  overdose  of  mercury. 

1346.  Portion  of  the  alveolar  border  of  the  upper  jaw  of  a  child,  with  two  of  the 
temporarv,  and  the  sacs  of  the  replacing  permanent,  teeth,  separated  after  necrosis. 

5299 

1347.  Two  small  sequestra  from  the  alveolar  border  of  the  upper  jaw  of  a  child 
together  with  the  permanent  second  bicuspid  and  first  molar  teeth.  6538 

Froiu  a  girl,  aged  7  years. 

1348.  A.  sequestrum  removed  by  operation  from  the  upper  right  alveolar  border  of 
a  child.  The  sequestrum  contains  the  sockets  of  four  of  the  temporary  teeth, 
and  two  unerupted  permanent  teeth  are  embedded  in  its  substance.  6410 

From  a  female  child,  aged  4  years,  who  had  been  under  treatment  in  U.  C.  H.  for  typhoid 
fever.  There  was  swelling  of  the  right  upper  alveolus  with  an  ofTensive  purulent  discharge. 
The  sequestrum  was  removed  with  forceps.    (Surg.  Eeg.  Eep.  1888,  p.  41,  No.  1675.) 

1349.  An  irregular  sequestrum  removed  from  the  lower  jaw  of  an  adult.  It 
measures  5  cm.  in  length,  and  includes  in  its  lower  part  the  whole  thickness 
of  the  bone.  The  mental  foramen  is  situated  close  to  the  anterior  end  of  the 
sequestrum,  127 
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1350.  Several  sequestra  taken  from  different  patients,  and  involvin<r  various  mrf«. 
ot  the  upper  and  lower  jaws.  °  '^QJA 

1351.  A  sequestrum,  including  a  large  part  of  tlie  right  side  and  symnhysi?  of  a 
lower  jaw  divided  into  two  hy  a  saw-cut.  The  surfaces  of  the  sequest/um  have 
been  rendered  very  uneven,  partly  by  ulceration  and  partly  by  a  deport  of  new 
bone,  resulting  from  inflammation  preceding  the  occurrence  of  necrosis  The 
teeth  preserved  in  the  specimen  are  healthy.  4343 

1352.  The  right  half  of  a  lower  jaw,  excepting  the  neck  and  condyle.  Exten-^ive 
necrosis  has  occurred,  the  sequestrum  being  imperfectly  enclosed  in  an  invokicrum 
which  consists  partly  of  new  bone  and  partly  of  those  portions  of  tbe  jaw  which 
have  escaped  necrosis.  There  are  two  separate  sequestra  :  one,  very  irre<nilar  in 
outline  and  nearly  3  cm.  across,  lies  at  the  outer  aspect  of  the  lower  part  of  the 
ramus  ;  the  other,  7  cm.  in  length,  involves  a  considerable  part  of  the  outer  surface 
and  lower  border  of  the  body  of  the  jaw.  The  incisor  portion  of  the  jaw  is  intact 
and  the  teeth  from  the  left  central  incisor  to  the  right  first  bicuspid'are  present. 
The  irregular  bony  shell  in  which  the  sequestra  are  included  is  more  perfect  on 
the  inner  than  the  outer  aspect  of  the  jaw;  the  bone  composing  it  presents  a  fine 
felt-like  surface,  and  contrasts  strongly  with  the  perfectly  smooth  and  whiter 
outer  surface  of  the  sequestra.  68-15 

From  a  man,  aged  22.  who  wns  admitted  into  U.  C.  H.,  under  (he  care  of  Mr.  Heatb,  Marcli  7, 
1892.  Tlie  necrosis  of  the  jaw  followed  the  extraction  of  a  tooth  at  the  end  of 'December 
1891.  On  admission  the  right  hnlf  of  the  lower  jaw  was  surrounded  by  great  induration  of 
the  soft  parts,  in  which  were  several  soft  areas  of  suppuration  and  one  sinus  at  tlie  anterior 
border  of  the  sterno-mastoid.  Bare  bone  could  be  felt  through  a  mass  of  granulations  in  the 
socket  of  the  first  molar  tooth.  Death  occurred  during  the  administration  of  chloroform. 
(Mr.  Heath's  Case-books,  1892,  vol.  ii.  p.  4.54.) 

1353.  Part  of  the  right  side  of  the  body  of  a  lower  jaw,  removed  by  operation  and 
divided  vertically.  Tbe  portion  of  bone  measures  8-5  cm.  in  length  and  is  greatly 
thickened  by  chronic  osteitis,  resulting  from  the  inclusion  of  a  sequestrum  and 
part  of  a  tooth.  The  jaw  measures  6  cm.  vertically;  its  upper  surface  is  covered 
by' the  mucous  membrane  of  the  gum,  but  the  corresponding  teeth  are  wanting. 
On  the  outer  aspect  of  the  jaw  part  of  the  bone  has  been  cut  away  in  order  to 
display  a  small,  irregular,  imperfectly  separated  sequestrum  and  the  fang  of  a 
tooth  which  are  embedded  in  its  substance.  The  section  of  the  jaw  shows  it  to 
consist  throughout  of  very  dense  bone  in  which  are  seen  numerous  irregular 
rounded  openings  corresponding  to  the  ramifications  of  the  cavity  in  which  the 
sequestrum  lies.  At  no  part  does  the  cavity  appear  to  have  reached  the  surface 
of  the  jaw.  C929 

From  a  woman,  aged  .^1,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Mr.  Heath,  on 
November  7,  1892.  Three  and  a  half  years  previously  there  had  been  swelling  of  the  right 
half  of  the  lower  jaw  in  connection  with  several  carious  teeth  which  had  been  extracted. 
About  one  year  before  admission  the  swelling  of  the  jaw  increased,  and  several  abscesses 
formed  over'it.  On  admission  the  enlargement  of  the  jaw  was  thought  to  be  due  t-o  an 
osseous  tumour,  and  on  November  16  the  part  preserved  in  the  specimen  was  removed 
through  an  external  incision.   (Mr.  Heath's  Casc-hookg,  1892,  vol.  ii.  p.  351.) 


IIypeetbopiiy  oe  the  Gums. 

True  hypertrophy  of  the  gums  is  a  rare  affection  occurring  in  early  life.  It 
usually  affects  both  jaws,  and  in  advanced  cases  the  teeth  may  be  almost  covered  by 
the  tii'm  lobulated  overgrowth.  The  hypertrophy  involves  chiefly  the  fibrous  tissue 
of  the  gum  and  extends  within  the  margins  of  the  alveoli  (13o4). 

Localised  hypertrophy  of  tbe  gums,  sometimes  forming  a  polypoid  mass  is  a  not 
uncommon  result  of  the  irritation  of  carious  teeth  (135G). 
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1354.  A  portion  of  the  right  al-olav  bolder  of  a  J.we^^^^^^ 

tog;ther\vith  the  corresponding  P^^'t  ^  .SJ^^^  second  molar  tooth  the  inner 

gum  is  greatly  hypertrophied  and  in  front  of  the  ^econa  m  ^^.^^^ 

Ld  outtr  portions  have  united  over  the  ^,fX.Sooth  was  i^.t  removed, 

which  forms  the  natural  substance  of  the  gums. 

wnica  roima  i-ii  p        TT^^th  in  1887    The  affection  liad  been  noticed 

From  a  man,  aged  26,  under  the  care  of  .^r.  Heath  n  iSS/.  wisdom-tooth 
from  early  childhood,  and  he  overgrowth  .8"™  .j^';"^^^^  much  thickness  of 

to  the  left  canine,  giving  nse  to  free\«,morrhage  being 

the  Jaws,'  1894,  p.  230.) 

Sed  at^the  two  extremities  and  on  the  inner  than  the  outer  aspect. 
From  a  female  child,  aged  4,  years,  admitted  into  U  a  H  und^-^t^^^^^^^ 

May  6,  1878.    Tlie  swelhng  ol  tlie  gums  began  j^^^,^         was  also  affected, 

previously,  and  gradually  spread  along  the  whole  jaw     ^^^^  jo;^^'Xs  and  hypertrophied 
child  was  the  subject  of  fits,  probably  opde^^^^^^^^^^   ^mlh  "  In^  Diseases  of  the 

gums  of  both  jaws  were  removed  by  two  operations.   (Jleatu,  injuries 
Jaws,'  189-4,  p.  229.) 

1356.  A  mass  of  hypertrophied  gum  removed  by  operation.  ' 
From  a  woman,  aged  65. 

SIMPLE  TUMOUES  OF  THE  JAWS  AND  GUMS. 
riBROUS  TUMOUBS  OF  THE  JaWS  AND  Q-UMS. 

1.  Fibrous  epulis  is  a  fibroma  growing  from  the  periosteum  of  the  aWar 
border  (1357)  or  from  the  dental  periosteum  (1364).  In  the  latter  case,  if  the 
tooth  be  extracted,  the  tumour  comes  away  with  it  (1364).  ,    •  i 

2  Fibrous  tumours  of  the  body  of  the  upper  jaw  are  met  with  almost  exclusively 
in  the  antrum. and  originate  in  the  periosteum  lining  that  cavity.  By  their  con- 
tinued growth  such  tumours  may  cause  absorption  of  the  bony  wall  ot  the  antrum 
and  encroach  upon  the  cavities  of  the  orbit,  nose,  and  mouth,  and  pro]ect  externally 
beneath  the  cheek.  Fibrous  tumours  commencing  in  the  alveolus  may  invade  the 
cavitv  of  the  antrum  or  merely  displace  its  walls.  ,     m.  i 

3. "Fibrous  tumours  of  the  lower  jaw  may  be  central  or  peripheral,  ihe  central 
tumours  expand  the  jaw  and  eventually  extend  beyond  the  limit  of  the  bony  shell 
in  which  they  arc  at  first  contained  (1366).  The  peripheral  tumours  may  more 
or  less  completely  surround  the  jaw.  , 

From  a  consideration  of  the  specimens  it  will  be  seen  that  no  sharp  distinction 
can  be  made  between  the  fibrous  tumours  limited  to  the  alveolar  border  (fibrous 
epulis)  and  many  of  the  larger  tumours  which  involve  the  body  of  the  jaw. 

1357.  A  portion  of  the  alveolar  process  of  a  lower  jaw,  with  the  corresponding  part 
of  the  gum  and  one  of  the  canine  teeth.  From  the  upper  aspect  of  the  gum 
there  has  grown  a  small  fibrous  tumour  or  epulis,  which  rises  slightly  above  the 
summit  of  the  canine  tooth  and  half  surrounds  it.  The  growth  has  a  slightly 
lobulated  and  wrinkled  surface,  and  is  covered  by  mucous  membrane ;  its  base  of 
attachment  is  slightly  constricted.  2705 

PABT  II.  G 


82 


DISEASES  OF  THE  JAWS  AND  GUMS, 


1358.  Part  of  the  alveoLar  process  of  a  lower  jaw  horizontally  divided.  Attached  to 
the  back  of  the  gum  covering  it  is  an  irregularly  ovoidal  fibrous  tunmur  about 
2  cm.  in  its  longer  measurement,  but  arising  from  the  alveolar  periosteum  by  a 
pedicle  scarcely  exceeding  a  third  part  of  this  extent.  On  its  upper  aspect  the 
growth  is  deeply  wrinkled  and  concave,  on  its  lower  smoothly  rounded  ;  it  is 
covered  by  mucous  membrane.  The  section  of  the  tumour  shows  it  to  be 
composed  of  intersecting  lines  of  fibrous  tissue  spread  through  a  softer,  greyish, 
semitransparent  basis-substance  ;  its  pedicle  is  continued  into  the  periosteum  of 
the  alveolus,  531 


1359.  An  epulis  of  very  irregular  form,  and  about  5  cm.  in  its  longest  measure- 
ment. As  displayed  by  the  section,  it  is  formed  by  a  semitransparent  greyish 
substance,  in  which  a  dense  fibroid  tissue  is  freely  distributed,  A  carious  tooth 
remains  attached  to  one  part  of  the  growth  by  the  periosteum  covering  its  fang. 

1751 

Microscopic  Structure. — The  tumour  consists  of  a  delicate  network  of  fibrous  tissue,  with  a  few 
spicules  of  bone. 

1360.  A  large,  lobulated,  fibrous  tumour,  together  vs'ith  part  of  the  right  upper 
ah'eolar  border,  including  the  second  bicuspid  and  first  molar  teeth  and  the  fangs 
oi  the  first  bicuspid  and  second  molar.  The  part  of  the  tumour  which  is  directly 
attached  to  the  outer  aspect  of  the  alveolus  measures  3  cm,  from  before  back. 
It  rises  nearly  to  the  level  of  the  crowns  of  the  teeth,  and  extends  between  the 
second  bicuspid  and  first  molar  teeth.  The  main  part  of  the  tumour,  which  forms 
a  lobulated  oval  mass,  6  cm,  in  its  greatest  diameter,  is  attached  to  the  smaller 
part  of  the  growth  only  by  a  short,  slender,  fibrous  pedicle.  On  the  inner  and 
flatter  surface  of  this  part  of  the  growth  are  se\eral  sharply  defined  shallow 
ulcers,  the  largest  measuring  2-5  cm.  in  diameter. 

Microscopic  Structure.— The  tumour  consists  of  a  close  network  of  bundles  of  fibrous  tissue, 
containing  small  round  and  oval  cells.    A  few  spicules  of  bone  are  imbedded  in  tbe  growtb. 

Sarab  Lambert,  aged  24  ;  admitted  May  16,  1866.  Seven  years  before  sbe  noticed  a  red 
pimple  about  as  big  as  a  pin's  head  in  the  gum  close  to  tbe  first  rigbt  upper  molar  tootb. 
From  that  time  it  gradually  increased  in  size,  but  remained  painless.  Present  state  :---lbe 
patient  bas  a  tumour  on  tbe  rigbt  side  of  tbe  face  as  large  as  a  cricket-ball ;  it  bangs 
down  over  tbe  lower  jaw  as  far  as  tbe  lower  border  of  the  bone,  and  extends  upwards  to  one 
incb  below  tbe  margin  of  tbe  orbit.  Laterally  it  extends  from  the  posterior  margin  of  the 
ramus  to  the  angle  of  the  mouth.  The  skin  is  freely  movable  over  the  tumour,  and  natural 
in  colour  The  finger  in  the  mouth  passes  around  the  growtb  everywhere  except  at  one  point 
where  it  is  attached  to  the  gum.  The  tumour  does  not  project  into  the  mouth  between  the 
teeth.  The  upper  teeth  are  slightly  irregular  in  line  from  pressure.  All  the  lower  molars 
and  tbe  last  upper  molar  are  wanting.  p    ^      •  i 

The  tumour  was  removed  by  Sir  J.  Erichsen.  The  cheek  was  laid  open  for  two  inches,  so 
as  to  expose  tbe  growth  fully.  Tbe  teeth  on  each  side  of  its  attachment  were  extracted  aud 
the  tumour  removed  with  bone-forceps. 

1361.  A  carious  incisor  tooth,  to  the  dental  periosteum  of  which  is  attached  an 
ovai  fibrous  tumour  1-5  cm,  in  diameter, 

1362  Three  fibrous  tumours  of  the  alveolus,  removed  from  different  patients.  The 
upper  specimen  has  no  tooth  attached  to  it.  In  the  middle  specimen  the  tumour 
has  grown  from  the  dental  periosteum  of  a  molar  tooth.  In  the  lowest  specimen 
the  fangs  of  two  teeth  are  embedded. 

1363  A  plaster  cast  of  the  lower  alveolar  arch  of  the  case  from  which  the  upper  of 
^  the  above  three  tumours  was  removed.    The  g/^f ^ J^^^^J^^.^/^S?  f^^' J'S'^,^^ 

swelling  in  the  position  of  the  first  molar  tooth  of  the  right  side  It  projects  on 
both  aspects  of  the  jaw  and  rises  above  the  level  oi  the  crowns  of  the  teeth. 
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1364.  A  lower  molar  tooth,  with  a  rounded  fibrous  tumour  nearly  2  cm.  in  diameter, 
fixed  by  a  short  narrow  base  to  the  dental  periosteum.  5420 

The  tumour  was  removed  by  the  extraction  of  the  tooth,  without  any  further  operation. 

1365.  -A.  portrait  in  oils  of  a  case  of  fibrous  tumour  of  the  left  upper  jaw. 

The  tumour  is  preserved  in  the  E.  0.  S.  Museum. 

The  patient,  aged  21,  was  under  the  care  of  Mr.  Liston.  The  growth  first  appeared  on  the 
outer  side  of  tlie  gum  of  the  left  upper  jaw.  It  was  excised  6  months  later,  but  recurred, 
and  18  months  later  was  again  removed  with  a  portion  of  the  alveolar  process.  In  a  few 
weeks  it  again  recurred,  and  fi)ur  years  after  its  first  appearance  the  whole  of  the  left  upper 
jiiw  was  removed.  (See  Liston,  '  Medico-Ohirurgical  Transactions,'  vol.  xx.,  and  Heath, 
'Injuries  and  Diseases  of  the  Jaws,'  1894,  p.  260.) 


1366.  The  right  half  of  a  lower  jaw,  within  which  a  large  fibrous  tumour  has  grown. 
The  ramus  of  the  jaw  is  e.vpanded  into  a  thin  osseous  shell  over  a  pyriform  mass 
of  the  growth,  near  the  highest  and  back  part  of  which  the  condyle  projects 
almost  unaltered;  on  the  inner  side  of  this  portion  of  the  tumour,  however,  the 
bone  is  mostly  wanting,  and  also  over  the  much  larger  elongated  mass  in  front 
of  it,  which  has  grown  up  for  10  cm.  above  the  lower  border  of  the  jaw,  and 
forms  a  fissured  projection  reaching  forwards  as  far  as  the  incisor  teeth  and 
encroaching  upon  the  cavity  of  the  mouth.  On  the  inner  aspect  a  section  has 
been  carried  through  a  small  elongated  lobe  which  projects  from  the  lower 
posterior  part  of  the  rest  of  the  tumour,  and  shows  it  to  be  composed  of  tough- 
looking  almost  homogeneous  tissue.  3593 

Microscopic  Structure. — The  tumour  consists  of  very  delicate  fibrous  tissue  containing  small 
branched  cells. 

The  parts  shown  were  successfully  removed  by  Mr.  Liston  fi-om  a  man,  thirty  years  of  age, 
in  whom  the  disease  had  been  observed  for  about  two  5'ears  and  a  half.  On  the  patient's 
admission  to  the  hospital  the  tumour  extended  over  the  whole  of  the  right  half  of  the 
lower  jaw,  involving  the  angle,  ramus,  and  body  of  the  bone ;  it  extended  considerably 
upivards  and  backwards,  encroaching  on  the  soft  palate  and  rendering  deglutition  difiicult. 
Its  growth  had  not  been  accompanied  with  much  pain.  During  the  healing  of  the  wound 
repeated  haemorrhages  took  place.  The  patient  left  the  hospital  about  two  months  after  the 
operation, 

1367.  A  globular  fibrous  tumour  of  the  lower  jaw,  measuring  about  7  cm.  in  diameter. 
On  the  upper  aspect  of  the  tumour  are  seen  two  teeth  and  part  of  the  mucous 
membrane  of  the  gum,  which  has  been  spread  out  over  the  growth.  The  tumour  is 
seated  in  the  interior  of  the  jaw  and  at  almost  all  parts  a  thin  layer  of  the  expanded 
bone  cau  be  traced  over  its  surface.  The  section  of  the  tumour  displays  a  dense 
structure  with  intersecting  bands  of  white  fibrous  tissue,  amongst  which  are 
small  areas  of  a  yellowish-lirown  colour.  5435 

Microscopic  Stnicticre.—Tlhs  tumour  consists  of  fibrous  tissue,  which  in  some  parts  forms  dense 
bundles  and  m  other  parts  is  more  loose  and  more  cellular.  In  circumscribed  areas  bonv 
trabeculas  are  present.  •' 

1368.  An  ovoidal  lobulafed  tumour,  3-5  cm.  in  its  largest  diameter  On  one 
aspect  the  tumour  is  covered  by  a  very  thin  layer  of  bone,  to  which,  however  it 
only  appears  to  be  actually  attached  in  the  central  part.  In  the  rest  of  its  extent 
the  smooth  lobulated  surface  of  the  tumour  is  exposed.  The  tumour  is  of  firm 
consistence  and  its  cut  surface  is  almost  homogeneous.  8653 

Microscopic  Structure.-The  tur^onr  is  a  dense  richly  cellular  fibroma,  with  calcification 
woman,  aged  20,  who  was  under  the  care  of  Mr  Barker  in  TT  P  TT  ;„  T 
1901.    The  tumour  was  painless  and  of  3  years'  duratL     ifexpanded  the'St  s^^^^^^^ 
jaw  chiefly  on  the  outer  surface  between  the  middle  line  and  the  clX  hptwpi  f h  fl   /  ^ 
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BTSFiASlCS  OF  THE  JAWS  ANll  GUMS. 


Caetilaginous  TuMorHS  or  the  Jaws. 

Euchondroma  of  the  jaws  is  uncommon.  When  affecting  the  upper  jaw  the 
tumour  gradually  expands  the  bone  and  may  extensively  invade  the  surrounding 
cavities.  In  the  lower  jaw  cartilaginous  tumours  have  been  met  with  both  of 
central  and  subperiosteal  origin. 


OssEOtrs  TuMorES  of  the  Jaws. 

Osseous  tumours  of  the  upper  jaw  are  usually  cancellous  in  structure  and  most 
commonly  occupy  the  cavity  of  the  antrum,  but  they  may  grow  from  the  outer  aspect 
of  the  jaw  (1369).  The  connection  of  the  tumour  with  the  jaw  may  be  sliglit. 
Osteoma  of  the  lower  jaw  may  be  of  the  cancellous  or  of  the  ivory  variety  (1370). 
The  exact  origin  of  bony  tumours  of  the  jaws  is  uncertain,  biit  they  must  be 
distinguished  from  chronic  iniiammatory  enlargements  due  to  osteitis  and  usually 
caused  by  the  prolonged  irritation  of  carious  teeth  and  sequestra  (1353). 

1369.  The  greater  part  of  a  right  superior  maxilla,  with  the  inferior  turbinate  bone 
aud  a  prominent,  oval,  osseous  tumour  which  has  grown  by  a  wide  base  from  the 
anterior  wall  of  the  antrum,  the  parts  having  been  removed  by  operation.  The 
surface  of  the  tumour  is  uniformly  smooth.  The  bone  has  beeii  sawn  diagonally 
across  the  antrum,  which  is  quite  natural  in  size  and  appearance ;  the  saw-cut 
commences  about  the  situation  of  the  second  molar  tooth,  aud  has  been  carried 
ujnvards  and  slightly  forwards ;  the  nasal  process  of  the  maxilla  has  been  also 
divided  with  a  saw.  3290 

The  parts  were  removed  by  Mr.  Listen. 

1370.  J^ii  o'^'al  exostosis,  5  cm.  long,  which  was  removed  from  a  lower  jaw.  The 
greater  part  of  the  tumour  is  of  dense  ivory-like  texture ;  the  I'est  is  closely 
cancellous.  5406 

The  tumour  was  removed  from  a  patient  under  Mr.  He.-ith's  care,  Ma3'  1870. 

"  In  May  1870  I  removed  an  ivory  exostosis  from  a  young  woman,  aged  32,  a  patient  of 
Mr.  Ceely,  of  Aylesbury.  There  had  been  a  painless  enlargement  of  the  left  side  of  the  lower 
jaw  for  five  years,  and  there  was  also  a  smaller  enlargement  of  the  right  side.  A  small 
exostosis  also  existed  on  the  left  pubis.  I  made  an  incision  behind  the  jaw,  and  sawed  off 
the  growth  level  to  the  bone,  removing  a  dense  ivory  growth  measuring  two  inches  in  length, 
one  inch  in  width,  and  three  eighths  of  an  inch  thick  in  the  centre.  The  exterior  of  the 
growth  presented  a  finely  reticulated  appearance,  and  at  the  upper  part  was  a  small  depression 
filled  with  cartilage  in  the  recent  state."  There  was  no  recurrence,  and  the  other  growths 
remained  in  statu  quo  in  March  1878.  (Heath,  'Injuries  and  Diseases  of  the  Jaws,'  1891, 
p.  327.) 


Odontoma. 

Au  odontoma  is  a  tumour  composed  of  one  or  more  of  the  dental  tissues  (enamel, 
dentine,  cement).  The  two  most  important  varieties  of  odontoma  are  the  composite 
and  the  radicular,  A  composite  odontoma  is  a  tumour  composed  of  enamel,  dentine, 
and  cement  (1371) ;  a  radicular  odontoma  arises  after  the  formation  of  the  crown  of 
the  tooth  is  complete  and  contains  no  enamel.  The  term  odontoma  is  sometimes 
used  in  a  wider  sense,  so  as  to  include  the  various  cystic  and  fibrous  tumours, 
which  are  believed  to  arise  in  connection  with  the  development  of  the  teeth, 

1371.  Half  a  composite  odontoma,  the  sawn  surface  having  been  polished.  "The 
whole  surface  of  the  odontoma  is  nodulated  and  roughened  by  stalactitac 
excrescences,  and  there  is  at  no  point  any  form  recalling  the  character  of  a  tooth- 
crown.    The  surface  of  the  section  presents  a  complicated  marbled  pattern,  due 
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to  the  admixture  of  several  dental  tissues."  la  its  largest  diametcn-  the  tumour 
measures  nearly  4  cm. 

Inths  .he  inflarnvtor/^weiling  had  subsided,  but  there  was  still  -"ff ^nla.-^^^^^^ 
of  the  lower  iaw,  with  a  sinus  opening  externally.    Ihe  tumour  could  be  seen  irom  the 
a  partV'cov'ered  with  gran.Lio.fs,  and  was  at  first  though   to  b;a_  sequestrum  It 
was  removed  with  an  elevator.    (Heath,  '  Injuries  and  Diseases  of  the  Jaws,  p. 

1372.  A  molar  tooth,  upon  the  neck  of  which,  and  separated  by  a  considerable 
interval  fron.  the  enamel  of  the  crown,  is  a  rounded  boss  of  enamel  nbout^^he 
size  of  a  millet-seed. 


Angioma  of  the  Jaws  and  G-ums. 

Nffivi  are  occasionally  met  with  in  the  gums,  sometimes  in  association  with  a 
similar  affection  of  other  parts  of  the  raucous  membrane  of  the  mouth.  No.  1373  is 
a  specimen  of  cavernous  angioma  of  the  upper  jaw, 

1373.  A  large  tumour  of  the  left  pterygo-maxillary  fossa,  removed  with  the  upper 
jaw.  The  specimen  includes  the  whole  of  the  maxilla,  except  a  narrow  strip  of 
its  palatine  process  and  small  portions  of  the  nasal  and  malar  processes,  together 
with  the  whole  of  the  lower  part  of  the  palate-bone,  and  the  lower  portions  of 
both  pterygoid  plates  of  the  sphenoid  and  the  inferior  turbinated  bone.  A  piece 
of  whalebone  has  been  passed  beneath  the  infraorbital  nerve  as  it  lies  in  the  canal 
in  the  floor  of  the  orbit. 

The  tumour,  which  measures  about  8  cm.  in  the  antero-posterior  direction,  has 
grown  from  the  posterior  surface  of  the  maxilla  and  filled  the  spheno-maxiilary 
and  lower  part  of  the  temporal  fossae,  and  has  passed  far  backwards  under  cover 
of  the  ramus  of  the  inferior  maxilla  so  as  on  the  inner  side  to  have  projected 
within  the  pharynx  ;  and  from  the  anterior  part  of  the  tumour  a  portion  has 
grown  forwards  beneath  the  hard  palate  into  the  mouth.  The  posterior  half  of 
the  timiour  is  deeply  cleft  into  lobes.  On  the  inner  aspect  of  the  parts  a  piece 
of  the  tumour  has  been  cut  away ;  the  divided  surface  has  a  uniformly  open, 
cavernous  structure,  the  meshes  of  which  are  nowhere  occupied  by  a  solid 
substance,  and  probably  allowed  of  the  circulation  of  blood  through  them.  The 
tumour  is  everywhere  bounded  by  a  dense  layer  of  fibrous  tissue.  The  cavity  of 
the  antrum  is  entirely  unaiiected.  3287 

Microscopic  Structure. — The  tumour  consists  of  cavernouB  tissue,  the  spaces  being  surrounded 
by  a  large  amount  of  dense  fibrous  tissue. 

The  parts  shown  were  successfully  removed  from  a  man,  21  years  of  age.  The  tumour  was 
three  years  and  a  half  in  progress,  first  appearing  as  a  projection  into  the  pharynx  and 
posterior  nares.  Frequent  and  at  times  severe  htemorrhages  took  place  from  it  (as  much  as 
two  or  three  pints  at  a  time)  ;  its  growth  was  attended  with  little  pain.  Portions  of  the 
tumour  were  ligatured  on  throe  occasions ;  the  entire  mass,  with  the  upper  maxilla,  was 
finally  removed  by  Mr.  Liston.  The  patient  recovered  rapidly  from  the  operation.  He  died 
three  months  afterwards  from  erysipelas  of  the  head  and  face.  (For  a  report  of  the  case  see 
Lancet,  vol.  i.  1841-42,  p.  67  ;  and  on  the  structure  of  the  tumour  see  Lancet,  vol.  ii.  1844. 
p.  123.) 

1374.  The  bones  of  the  face  and  part  of  the  skull  from  the  preceding  (ase. 
The  sawn  surface  of  the  malar  bone  is  smoothly  healed,  and  a  layer  of  porous 
osseous  substance  has  been  formed  on  the  other  sawn  and  broken  surfaces,  as 
well  as  on  the  bone  around  them.  The  specimen  shows  the  pterygoid  processes 
of  the  sphenoid  bone  to  have  been  removed  with  the  parts  preserved  in  the 
preceding  specimen.  3128 


86  diseases  of  the  jaws  and  gums. 

Papil^ma  of  the  Gums. 

Simple  papilloma  of  the  gums  is  rare  ;  it  must  not  be  confounded  with  squamous 
carcinoma,  which  in  the  early  stages'm^ay  appear  as  a  small  warty  growth. 

Simple  Cysts  of  the  Jaws. 

1.  Dental  q/sis. — This  name  is  applied  to  simple  cysts,  more  common  in  the  upper 
jaw  than  the  lower,  w-hich  do  not  contain  any  part  of  a  tooth  in  their  interior.  The 
cyst  may  or  may  not  be  connected  with  the  periosteum  of  the  fang  of  a  tooth,  and 
may  or  may  not  have  an  epithelial  lining.  The  origin  of  dental  cysts  is  not  certain ; 
possibly  in  some  instances  they  are  inflammatory  in  origin,  and  in  others  arise  from 
remnants  of  the  dental  epithelium. 

2.  Dentigerous  cysts. — These  are  characterized  by  the  presence  in  their  interior  of 
one  or  more  teeth  or  rudimentary  teeth.  The  teeth  found  in  such  cysts  may  be 
unerupted  teeth  of  the  normal  series,  usually  of  the  permanent  set,  or  they  may 
be  supernumerary.  Dentigerous  cysts  have  an  epithelial  hniug ;  they  are  more 
common  in  the  lower  than  the  upper  jaw. 

3.  Cysts  of  the  Antrum. — Cysts  taking  origin  in  connection  with  the  upper  teeth 
may  by  their  growth  occupy  the  cavity  of  the  antrum.  Cysts  may  also  form  in 
connection  with  the  lining  membrane  of  the  antrum  and  may  completely  fill  the 
cavity,  expanding  its  walls  and  simulating  a  collection  of  free  fluid  within  it. 


MALIGNANT  TUMOTJES  OF  THE  JAWS  AND  GUMS. 
Sarcoma  of  the  Jaws. 

Sarcoma  of  the  Ujoper  Jaw  most  commonly  begins  within  the  cavity  of  the  antrum, 
and  by  its  continued  growth  may  invade  the  surrounding  cavities  of  the  orbit,  nose, 
and  mouth.  Spindle-cell  and  round-cell  sarcoma  are  both  met  with,  the  latter  being, 
as  a  rule,  the  more  rapid  in  its  growth.  Ossification  or  chondrification  is  not 
uncommon,  especially  in  the  spindle-cell  variety  (1375). 

Myeloid  sarcoma  begins  in  the  alveolar  border,  expanding  the  bone  and  sometimes 
protruding  as  a  swelling  of  the  gums  ;  it  is  much  less  common  in  the  upper  than 
the  lower  jaw. 

Sarcoma  of  the  Lower  Jaiu. — This  may  occur  as  a  central  tumour  expanding 
the  bone  (1384)  or  as  a  subperiosteal  growth  (1387). 

Myeloid  sarcoma  is  the  most  common  variety  of  the  central  form,  and,  as  in  the 
case  of  the  disease  in  other  parts,  is  of  low  malignancy.  At  an  early  stage 
the  tumour  may  protrude  into  the  mouth  as  a  soft  dark  reddish  growth,  and  at  the 
same  time  cause  increasing  expansion  of  the  corresponding  part  of  the  body  of  the 
jaw  (1379). 

The  other  varieties  of  sarcoma  of  the  lower  jaw,  spindle-cell  and  round-cell, 
are  much  more  commonly  met  with  as  subperiosteal  than  central  growths.  They  are 
very  malignant,  and  may  involve  and  protrude  through  the  overlying  soft  parts.  As 
in  the  case  of  the  upper  jaw,  ossification  and  chondrification  are  common  in  these 
tumours. 

1375.  A  left  upper  jaw,  which  is  the  seat  of  an  extensively  ossified  sarcoma.  The 
growth  has  probably  originated  in  the  cavity  of  the  antrum ;  it  projects  on  tlie 
facial  and  zygomatic  surfaces  as  a  large  lobulated  mass  and  has  encroached  upon 
the  cavities  of  the  orbit,  nose,  and  mouth.  Behind  the  level  of  the  first  molar 
tooth  the  alveolar  border  is  entirely  obscured  by  the  growth.  From  the  inner 
surface  a  part  of  the  growth,  which  projected  into  the  nasal  cavity,  has  been 
removed,  the   sawn  surface   presenting  a  finely  granular  appearance  and  a 
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consistence  of  bony  hardness.  The  lo.  er  part  of  this  portion  of  the  ttmour 
extends  throngh  the  hard  palate  into  the  mouth. 

Microscopic  Structure.-ThB  growth  consi8ts  of  round  and  spindle  cells  lying  in  a  homogeneous 
nr  fihrnnsi  matrix  in  which  are  spicules  of  bone.  ,  .    -tt  ^  -rr  ■    i  aaa  rrKo 

From  a  woman  aged  36.  who  was  under  ( he  care  of  Mr.  Heath  in  U.  0.  H.  in  1886.  The 
svtnnto  ns  datTfrom  12  Months  before  ad.nission  and  began  with  pain  in  the  ast  upper 
ri  trthof  ti  e  "eft  side.  Five  months  later  the  jaw  began  to  enlarge,  w.tli  pam  m 
th  nostril  and  ear  and  headache,  and  ulceration  occun^d  in  the  palate  The  jaw  was 
remoTed  successfully  on  June  16,  1886.    (Surg.  Reg.  Rep.  1886.  p.  126,  No.  115o.) 

1 376  The  greater  part  of  the  two  upper  jaws  removed  by  operation  for  an  ossifying 
sarcoma,  by  which  the  bones  have  been  extensively  destroyed.  The  growth 
is  most  extensive  on  the  right  side,  where  it  forms  a  large  mass  which  extends 
upwards  into  the  orbit  and  completely  blocks  the  right  nasal  fossa.  On  the  lelt 
side  the  growth  fills  the  antrum  aud  has  completely  destroyed  the  wail  ot  the 
cavity.  The  alveolar  border  is  greatly  expanded  by  the  growth  and  three  ot 
the  incisor  teeth  which  alone  remain  are  widely  separated  and  loosened,  ihe 
roof  of  the  mouth  is  flattened  by  the  growth,  and  depressed  to  the  level  ot  the 
alveolar  border.  The  tumour  is  of  firm  consistence  and  its  cut  surface  slightly 
gritty.  742U 
Microscopic  Structtcre.— The  tumour  is  composed  of  large  groups  of  small  round  and  oml  cells 
lying  in  a  cellular  fibrous  stroma.    In  the  centre  of  some  of  the  groups  of  cells  are  smaU  areas 

of  ossiBcation.  „     ,   .    „  ^  -rr  ■      nrv-  mi 

From  a  man,  aged  51,  who  was  under  the  care  of  Mr.  Heath  m  U.  0.  H.  in  189o.  The 
swelling  was  first  noticed  9  months  before  admission  on  the  right  side  of  the  roof  of  the 
mouth  and  was  associated  with  toothache.  Death  occurred  from  recurrence  about  12  months 
after  the  operation.    (Surg.  Reg.  Rep.  189.5,  p.  82,  No.  2270.) 

1377.  "Wax  model  of  the  face  of  an  old  man,  showing  the  appearances  due  to 
the'preseuce  of  a  malignant  tumour,  probably  beginning  in  the  left  upper  jaw  and 
invading  the  nasal  cavity.  4857 

1378.  Plaster  cast  of  the  face,  showing  the  deformity  resulting  from  the  growth  of 
a  malignant  tumour  of  the  right  upper  jaw. 

1379.  The  left  ramus  of  a  lower  jaw,  with  an  adjoining  part  of  the  body,  5  cm. 
in  length.  Immediately  in  front  of  the  ramus  the  body  of  the  jaw,  with  the 
exception  of  its  lower  border,  is  expanded  by  the  growth  of  a  myeloid  sarcoma 
which  has  protruded  above  through  the  alveolar  process  so  as  to  form  a  second 
superficially  lobulated  and  somewhat  flattened  mass,  covered  with  mucous  mem- 
brane, and  overhanging  that  part  of  the  growth  which  is  enclosed  by  the  bone. 

2680 

The  parts  were  removed  by  Mr.  Liston. 

1380.  The  body  of  a  lower  jaw,  from  the  first  molar  tooth  on  each  side  inclusive, 
within  which  a  myeloid  sarcoma  has  grown.  The  tumour  has  expanded  the  com- 
pact wall  of  the  bone  into  a  thin  shell,  and  forms  a  slightly  lobed  swelling  limited 
laterally  by  the  second  bicuspid  teeth,  and  extending  shghtly  beyond  the  proper 
line  of  the  jaw  below ;  the  chief  projection  of  the  tumour  is  upvvards,  in  which 
direction  it  rises  considerably  above  the  normal  level  of  the  alveolar  border. 
In  its  growth  it  has  displaced  the  alveolar  portion  of  the  jaw,  with  the  teeth, 
upwards  ;  by  the  absorption  of  the  osseous  tissue  the  teeth  have  come  in  places  to 
lie  imbedded  in  the  depth  of  the  tumour.  The  upper  part  of  the  growth,  where 
it  has  projected  within  the  mouth,  is  covered  by  mucons  membrane  ;  the  posterior 
part  has  been  cut  away  to  display  its  characters.  The  soft-looking,  pale  grey 
mass  composing  the  tumour  is  supported  by  an  areolar  framework,  and  imperfectly 
parted  into  lobes  by  thick  fibrous  trabeculse.  The  cell-elements  consist  of  large 
round  and  myeloid  or  giant  cells.  3694 

There  is  no  history  of  the  tumour,  which  was  removed  from  a  private  patient  by  Mr.  Liston, 
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1381.  The  part  of  the  right  half  of  a  lower  jaw  behind  the  canine  tooth.  The  ramus 
and  body  of  the  jaw,  as  far  forwards  as  the  second  bicuspid  tooth,  have  been  ex- 
panded by  the  growth  of  a  tumour  between  their  tables  ;  the  inner  surface  of  the 
body  and  posterior  border  of  the  ramus  are  unallered  in  form  ;  the  chief  deformity 
of  the  body  has  occurred  outwardly.  The  surface  of  the  swollen  part  is  somewhat 
lobular ;  over  the  upper  and  posterior  half  of  the  outer  part  of  the  swelling  the 
osseous  shell  is  absent,  the  tumour  being,  in  these  situations,  bounded  by  a  laver 
of  fibrous  tissue,  furmed  apparently  by  the  periosteum.  In  the  situation  of  the 
coronoid  process,  which  has  been  widely  expanded  in  every  direction,  the  sub- 
stance of  the  tumour  has  been  exposed  by  the  removal  of  the  bony  shell  which 
covered  it ;  the  growth  is  composed  of  a  soft,  pale  yellow  substance.  3288 

Microscopic  Structure. — The  tumour  is  a  sarcoma  composed  of  small  cells,  mostly  round  or  oval 
in  shape. 

From  a  female,  20  years  of  age,  who  suffered  many  years  from  toothache,  the  enlargement 
of  the  jaw  having  commenced  three  years  before  the  operation  and  after  the  removal  of  a 
decayed  tooth.  The  parts  shown  were  removed  by  Mr.  Liston,  and  the  patient  perfectly 
recovered.    (For  a  report  of  the  case  see  Lancet,  vol.  i.  1839-40,  p.  244.) 

1382.  The  anterior  part  of  a  lower  jaw,  together  with  a  tumour  occupying  its 
concavity.  On  the  right  side  the  bone  has  been  sawn  1-5  cm.,  and  on  the  left 
side  3  cm.,  behind  the  mental  foramen.  All  the  teeth  are  absent,  with  the 
exception  of  the  right  canine  and  the  fang  of  the  first  bicuspid.  The  tumour, 
which  presents  on  its  surface  small  prominent  lobules  and  measures  verticaFy 
5-6  cm.,  is  attached  to  the  posterior  aspect  of  the  alveolar  border  of  the  jaw  for 
a  distance  of  about  3  cm.  to  the  left  of  the  symphysis,  and  immediately  to  the  left 
of  the  middle  line  the  attachment  to  the  posterior  surface  of  the  bone  extends 
downwards  as  far  as  its  lower  border.  The  cut  surface  of  the  tumour  presents 
an  ill-defined  fibrous  structure.  3595 

Microscopic  Structure. — The  tumour  is  a  small  spindle-cell  sarcoma. 

The  tumour  and  part  of  the  jaw  shown  were  removed  by  Mr.  Liston  from  a  woman,  45 
years  of  age,  in  whom  the  tumour  was  first  noticed  after  an  attack  of  influenza,  about  two 
years  previously.  The  tumour  filled  the  hollow  behind  the  body  of  the  lower  jaw,  and  was 
attached  to  the  body  of  the  jaw  near  the  symphysis,  forming  a  swelling  under  the  chin,  and 
pushing  the  tongue  into  the  back  of  the  mouth;  its  surface  was  irregular  and  nodulated,  and 
its  consistence  hard.  Before  the  patient's  admission  to  the  hospital  parts  of  the  tumour  had 
been  destroyed  by  the  application  of  nitric  acid  and  other  caustics. 

1383.  The  right  half  of  a  lower  jaw,  on  the  body  of  which  a  long  oval  tumour 
has  grown.  The  growth  projects  chiefly  on  the  outer  side,  and  its  most 
prominent  part  has  protruded  through  the  skin,  forming  an  overhanging 
projection  which  has  an  open  reticular  surface.  On  the  inner  side  the  tumour 
has  invaded  the  jaw,  in  places  destroying  its  entire  thickness  ;  the  growth,  however, 
scarcely  projects  into  the  cavity  of  the  mouth.  As  seen  on  the  divided  surface  it 
is  composed  of  a  soft,  granular,  yellowish  basis,  divided  into  small  polyhedral 
masses  by  narrow  lines  of  fibrous  tissue ;  its  limit  is  everywhere  definable.  2626 

Microscopic  Structure.— The  tumour  is  a  large  round-cell  sarcoma. 

The  parts  were  successfully  removed  from  a  woman,  60  years  of  age.  The  patient  was  under 
the  care  of  Mr.  Liston. 

1384.  Part  of  the  right  side  of  the  body  of  a  lower  jaw,  removed  by  vertical 
division  in  front  of  the  first  bicuspid  tooth  and  behind  the  last  molar.  Projecting 
from  the  outer  aspect  of  the  bone  is  an  irregularly  oval  tumour  measuring  nearly 
5  cm.  in  its  antero-posterior  diameter.  The  tumotir  is  continued  over  the  alveolar 
border  in  the  position  of  the  first  molar  tooth,  which  is  wanting ;  it  was  confined 
ro  the  cavity  of  the  mouth,  and  the  mucous  membrane  reflected  from  the  outer 
surface  of  the  jaw  to  the  cheek  has  been  divided  along  its  lower  border.  The 
whole  of  the  piece  of  the  jaw  preserved  is  enlarged,  and  a  section  througli  the 
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J  *     ^„..  cl,n«'<,  tliat  the  greatest  thickness  of  the  jaw  is  nearly  3  cm. 
^i^^'^^lf^^^^i^^'^^^^V^^^  by  soft  growth  cintinuoas  w.th  that 
forminrthe  external  mmour  the  appearance  suggestuig  that  the  growth  was  o 
enTra  'cri^n  and  has  subsequently  protruded  from  the  alveo  ar  border.    Ihe  cu 
surface  of  the  tumour  is  brain-hke  and  studded  with  small  cysts.  546  L 

iLf-  <ifr„rturR  —The  tumour  is  a  sarcoma  composed  of  small  round-  oval-  and  spindle 

"^Xl^nVi^^atnely  reJiclrstroma.    The  cysts  Visible  to  the  naked  eye  appear  to  have 
resulted  From  degenerative  changes. 

1385  Part  of  the  left  side  of  the  body  of  a  lower  jaw,  removed  by  division  of  the 
bone  in  the  middle  line  and  2-5  cm.  behind  the  mental  foramen.  Only  the  two 
incisor  and  canine  teeth  remain,  and  the  inner  aspect  of  the  alveolar  border 
in  nearly  the  whole  length  of  the  specimen  is  occupied  by  a  tumour  which  does 
not  rise  above  the  level  of  the  gum,  and  extends  downwards  on  the  inner  aspect 
of  the  bone  in  nearly  its  upper  half.  The  growth  is  surrounded  by  the  divided 
edge  of  mucous  membrane  and  the  superficial  surface  is  slightly  irregular.  bd9J 

Microscopic  Structure.— The  tumour  is  a  small  round-cell  sarcoma. 

1386  The  left  half  of  the  lower  jaw  of  a  child,  removed  by  operation.  The  jaw  is 
the 'seat  of  a  tumour  which  forms  a  considerable  swelling  on  its  outer  aspect  from 
the  canine  tooth  to  the  coronoid  process.  The  upper  border  of  the  tumour  rises 
above  the  level  of  the  molar  teeth,  which  are  displaced  inwards.  Below,  the 
growtli  extends  around  the  lower  border  of  the  jaw  and  forms  a  much  less  extensive 
swelling  on  its  inner  aspect.  There  is  no  evidence  of  expansion  of  the  bone,  and 
the  tumour  almost  certainly  originated  beneath  the  periosteum.  The  cut  surface 
of  the  tumour  is  homogeneous.  7311 

Microscopic  Structure.— The  tumour  is  a  small  round-cell  sarcoma. 

Eemored  by  Mr.  Heath  from  a  boy  aged  about  8  years.    Local  recurrence  occurred  and 
ended  fatally  in  a  few  months. 

1387.  The  right  half  of  a  lower  jaw,  removed  by  operation  for  a  large  sarcoma 
growing  from  the  region  of  the  angle.  Externally  the  tumour  forms  an  oval  mass 
about  7  cm.  in  its  longest  diameter,  projecting  from  the  bone  about  2-5  cm.  It 
extends  forwards  on  the  lower  border  of  the  jaw  to  the  level  of  the  second 
bicuspid  tooth,  and  upwards  on  the  outer  aspect  of  the  ramus  to  within  2  cm.  of 
the  sigmoid  notch.  The  parotid  gland  is  incorporated  with  the  posterior  border 
of  the  tumour,  and  a  section  through  the  upper  part  of  the  growth  shows  that  the 
masseter  muscle  is  extensively  infiltrated.  The  growth  extends  upwards  on 
the  inner  aspect  of  the  jaw  as  high  as  the  mylohyoid  ridge.  The  cut  surface 
of  the  tumour  is  imperfectly  divided  into  lobules  by  strands  of  white  fibrous  tissue. 
The  growth  is  intimately  adherent  to  the  jaw  and  doubtless  originated  beneath 
the  periosteum.  8594 

Microscopic  Structure. — The  tumour  consists  of  small  round  cells  in  a  fine  fibrillated  network. 
From  a  man,  aged  61,  in  whom  a  small  hard  swelling  below  the  lower  jaw  on  the  right  side 
had  been  noticed  for  13  months.  On  admission  there  was  a  large  tumour  of  the  right  side  of 
the  lower  jaw  reaching  upwards  to  the  level  of  the  tragus,  backwards  to  a  vertical  line  through 
the  posterior  border  of  the  mastoid  process,  and  downwards  to  the  level  of  the  upper  border 
of  the  thyroid  cartilage.  There  were  two  enlarged  glands  in  the  neck  below  the  tumour.  On 
the  day  after  admission  the  right  half  of  the  lower  jaw  was  removed  together  with  the 
enlarged  glands.  Death  occurred  from  shock  one  hour  after  the  operation.  (Sure  Rei^  Ron 
1890,  p.  55,  No.  1500.)  ^     s-     =•  F- 


1387  A.  A  wax  model  of  a  great  spindle-celled  sarcomatous  tumour,  which  in  its 
growth  destroyed  the  entire  body  of  the  lower  jaw.    The  tumour  is  of  an 
irregularly  oval  shape,  its  long  axis  corresponding  with  the  long  axis  of  the  jaw 
Ant  ero-posteriorly  it  measures  20  cm.,  and  from  side  to  side  about  11  cm.  •  its 
surface  shows  but  little  sign  of  lobulafion  ;  the  condyloid  part  and  upper  'half 


90 


DISEASES  or  THE  JAWS  AND  GUMS. 


of  the  ramus  of  the  jaw  are  unaffected.    The  tumour  projects  ahiiost  twice  as  far 
below  the  proper  evel  ot  the  ,aw  as  above  it.    On  its  o^ter  aspect  it  exhib  ts  « 
partial  division  into  two  parts.    The  upper  and  smaller  of  these  two  pa  t  i, 
which  many  of  the  teeth  he  widelv  senaraffirl  nn..,,,.;.,!  fu.  „c  .u,>  " 


a 
in 


I •  Vfi   .7  tnrougn  tbe  skin  ;  the  borders  of  this  part 

shghtly  overlap  the  portjon  of  the  tumour  behind.  On  the  right  side,  near  the 
angle  of  the  jaw  and  at  the  most  posterior  part  of  the  growth,  is  a  second  surface 
4  cm.m  diameter  similar  to  that  just  described,  and  which  corresponded  with 
tne  seat  ot  a  second  proti  usion  of  the  tumour.  528o 
The  tumour  was  remojed  by  Mr.  Heath,  Nov.  20,  1867  ;  the  specimen  itself  is  in  the  Museum  of 
the  Royal  College  of  Surgeons  The  patient  was  a  man  32  years  of  age  ;  family  and  personal 
history  good.  Eleven  years  before  he  had  severe  pain  in  the  right  jaw  resembling  toothache, 
and  shortly  after  wards  ho  noticed  a  small  hard  swelling  about  the  size  of  a  nut  just  below  the 
right  canine-tooth,  which  was  not  decayed,  nor  were  the  other  teeth  in  tiie  neighbourhood 
nttected  Tlie  tumour  remained  of  the  same  size  and  free  from  pain  for  five  or  six  years  •  it 
then  enlarged  and  two  years  later  he  injured  the  part  and  profuse  hemorrhage  ensued  from 
the  gums.  The  tumour  grew  rapidly,  spreading  along  tlie  anterior  part  and  invading  the 
whole  of  the  right  side  of  the  jaw.  It  was  treated  by  quacks,  who  destroyed  the  skin  over 
the  part  by  local  applications.  On  admission  to  the  hospital  the  patient's  mouth  and  the 
whole  of  the  lower  part  of  the  face  were  occupied  by  the  tumour  ;  tbe  measurements  of  the 
latter  were  as  follows  :— from  ear  to  ear  under  the  chin  19^  inches  ;  from  the  lower  lip  to 
pomura  Adami  13  inches  •;  from  the  angle  of  the  jaw  on  one  side  to  that  on  the  other  14  inches. 
When  the  man  was  sitting  the  tumour  rested  upon  the  top  of  the  sternum,  but  moved  freely 
upon  his  opening  the  mouth.  Between  the  lips  (the  lower  of  which  was  much  stretched)  was 
a  red  granulating  mass  of  the  disease,  which  touched  the  upper  lip  ;  when  the  mouth  was 
open  a  space  intervened  through  which  a  second  mass,  covered  with  the  mucous  membrane 
of  the  mouth,  could  be  seen,  almost  in  contact  with  the  roof  of  the  cavity  and  completely 
hiding  the  tongue.  An  inch  below  the  lower  lip  was  a  large  red  fungous  mass  covered  with 
healthy  granulations  extending  to  the  lower  border  of  the  tumour  ;  on  the  right  side  below 
the  angle  of  the  jaw  was  a  smaller  fungous  protrusion.  The  disease  was  entirely  confined  to 
the  lower  jaw  and  the  tissues  in  immediate  contact  with  it;  the  cervical  lymphatic  glands 
■were  unaffected.  The  entire  mass,  including  the  whole  of  the  lower  jaw  except  a  small 
portion  of  the  ramus  and  the  condyle  on  the  left  side,  was  removed  with  very  little  loss  of 
blood.  The  patient  did  well  for  a  few  days,  but  died  from  exhaustion  on  the  morniug  of  the 
sixth  day.  After  death  the  viscera  were  found  to  be  healthy  ;  no  pytemic  deposits.  The 
tumour  weighed  4  lb.  6  ozs.  Tlae  disease  extended  from  the  junction  of  the  body  with  the 
ramus  of  the  left  side  to  halfway  up  the  ramus  of  the  right  side. — See  Lancet,  vol.  ii.  Dec.  21, 
1867,  p.  765. 

Microscopically  the  tumour  consisted  of  a  fine  stroma,  varying  much  in  its  degree  of 
fibrillation  from  a  dimly  granular  matrix  to  a  distinctly  fibrous  structure  ;  in  this  stroma 
were  imbedded  a  large  number  of  elongated,  oval,  fusiform  cells,  each  containing  one  large 
oval  nucleus  and  a  nucleolus.  For  further  particulars  see  a  Report  by  A.  Bruce,  Esq.,  in 
the  '  Transactions  of  the  Pathological  Society,'  1868. 

1387  B.  Three  photographs  of  the  patient  from  whom  the  preceding  tumour  was 
removed. 


Caecinoma  op  the  Jaws  ais'd  Gums. 

Carcinoma  of  the  jaws  always  originates,  as  elsewhere,  in  an  epithelial  structure, 
the  osseous  tissue  being  only  invaded  secondarily. 

Carcinoma  of  the  upper  jaw  may  begin  exterually  in  the  mucous  membrane  of  the 
palate  or  gum  (1388),  or  internally  in  the  lining  of  the  antrum  (1389).  The  upper 
jaw  may  also  be  invaded  by  carcinoma  originating  in  its  neighbourhood,  as,  for 
instance,  in  the  nasal  cavity.  The  antrum  is  more  often  involved  secondarily  by 
growths  beginning  in  the  palate  or  gum  than  primarily.  From  tlie  antrum  the  disease 
may  gradually  invade  the  nasal  cavity,  the  orbit,  and  the  pterygo-maxillary  space. 
Carcinoma  of  the  palate  or  gum  is  of  the  squamous-cell  variety,  that  originating  in 
the  antrum  may  be  of  the  columnar-cell  or  spheroidal-cell  form. 
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Carcinoma  of  the  hiuer  mv  is  represented  chiefly  by  squamous  carcinoma  of  the 
W    s  rontiuued  growth,  may  more  or  less  extensively  destroy  the 
EulSe  (l3S)^^thetvviay  also  be  invaded  bya  similar  growth  beginning  m 

^^I'^ieSll^TcaTc^L  the  lower  iaw  con- 

stitutes  the  afft'ction  commonly  known  as  multilocular  cystic  disease.  It  consists  ot  a 
lr;S  ad-ixture  of  sohd  /rowth  and.  cystic  spaces  (1400),  and  presents 
scopicallv  the  essential  features  of  an  infiltrating  epithelial  growtMl^OS).  The 
growth  may  cause  considerable  expansion  of  the  body  and  ramus  of  the  jaw  and  has 
the  clinical  features  of  a  tumour  of  low  malignancy.  These  t,umours  are  believed  to 
arise  from  epithelial  inclusions  in  the  jaw  associated  with  the  development  of  the 
teeth. 

1388  The  lower  part  of  a  left  upper  jaw,  removed  by  operation  for  a  squamous 
carcinoma  of  the  alveolar  border.  The  growth  extends  from  the  first  bicuspid  to 
the  third  molar  tooth,  the  intervening  teeth  being  wanting.  The  surface  of  the 
growth  is  deeply  excavated  in  the  line  of  the  teeth,  but  internal  to  this  it  is  raised 
and  coarsely  warty.  The  growth  extends  on  the  surface  of  the  hard  palate  nearly 
to  the  saw-cut  in  the  middle  line.  The  growth  is  surrounded  by  the  raised 
mucous  membrane  of  the  gum,  and  the  border  which  encroaches  on  the  palate  is 
overhanging.  6244 

From  a  man,  aged  51,  who  was  under  Mr.  Heath's  care  in  1886.  The  growth  had  com- 
menced 7  weeks  previously  as  a  "gumboil,"  and  had  gradually  increased  in  size.  The  part 
of  the  jaw  preserved  was  removed  after  division  of  the  upper  lip.  During  the  operation 
laryngotomy  became  necessary  for  the  removal  of  blood  from  the  air-passages.  Death 
occurred  on  the  7th  day  from  lobular  pneumonia.    (Surg.  Eeg.  Eep.  1886,  p.  43,  No.  1911.) 


1389.  A  left  upper  jaw,  excepting  the  orbital  plate,  removed  for  carcinoma  of  the 
autrum.  The  tumour  fills  the  cavity  of  the  antrum,  the  walls  of  which  are 
extensively  destroyed.  The  tumour  causes  a  considerable  bulging  of  the  palate, 
the  mucous  membrane  covering  which  shows  commencing  ulceration.  The  alveolar 
border  is  destroyed  behind  the  first  bicuspid  tooth,  and  the  growth  in  this  situation 
is  extensively  ulcerated.  The  extension  of  the  growth  through  the  palate  is 
continuous  with  the  growth  in  the  nasal  cavity.  5509 

Microscopic  Structure. — The  tumour  consists  of  epithelium-lined  spaces  lying  in  a  delicate 
cellular  stroma.  The  spaces  vary  much  in  size  and  shape  ;  some  are  small  and  round,  others 
are  convoluted,  and  others  tubular.  The  lining  epithelium  consists  of  many  layers  of  small 
round  cells,  and  in  nearly  all  the  spaces  encloses  a  lumen.  In  some  of  the  spaces  the 
epithelium  projects  into  the  lumen,  and  in  some  completely  fills  it.  The  growth  probably 
originated  iu  the  glands  of  the  mucous  membrane  of  the  antrum. 


1390.  A  left  upper  jaw  extensively  destroyed  by  a  carcinoma,  which  probably 
originated  in  the  gum.  All  the  teeth  behind  the  canine  are  wanting,  and  in  the 
position  of  the  bicuspid  teeth  the  alveolar  border  is  occupied  by  a  pedunculated, 
coarsely  lobulated  projection  of  the  growth  ;  farther  back  in  the  alveolar  border 
the  tumour  forms  a  small,  smooth,  conical  projection  beneath  the  mucous  mem- 
brane. The  cavity  of  the  antrum  is  occupied  by  ragged  new  growth,  and  all  its 
walls  have  been  extensively  destroyed.  6799  A 

Microscopic  Structure. — The  tumour  is  a  squamous  carcinoma,  and  consists  of  large  masses  of 
polyhedral  cells  lying  in  a  scanty  stroma. 

from  a  man,  aged  50,  who  was  admitted  into  TJ.  C.  II.,  under  the  care  of  Mr.  Heath 
Dec.  7,  1891.  In  August  1891  the  lower  canaliculus  of  the  left  side  had  been  slit  up  on 
account  of  epiphora.  A  tumour  in  the  mouth  had  been  detected  for  2  or  3  weeks.  On 
admission  there  was  fulness  of  the  cheek  and  oedema  of  the  eyelids  of  the  left  side.  Behind 
the  canine  tooth  the  left  upper  alveolar  border  was  occupied  by  a  fungating  growth  ;  there 
was  a  soft  swelHng  beneath  the  mucous  meiubraue  of  the  left  half  of  the  palate,  the  left 
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nostril  wn«  blockccl,  and  a  soft  growth  projected  back  tl.rough  the  posterior  nores  On 
Dec.  9  he  left  upper  jaw  was  removed  by  Listen's  n.ethod,  laryngotomy  bein/performed 
during  tfie  operation.  Wlion  diBciiarged,  in  Jan.  12  189-7  m(,Vnr'«  ,...ZZ]  ^  periormea 
good.^and  the  laryngotoniy  wound  Ll' healed.    (M^llSr  cLSt/r.^^^ 

1391.  A  left  upper  jaw  extensively  infiltrated  by  carcinoma,  wbich  bas  so  com- 
pletely destroyed  the  osseous  tissue  that  the  ouly  recognisable  part  of  the  bone 
IS  the  nasal  process.  The  growth  forms  a  solid  mass,  and  fills  the  cavity  of  the 
antrum.  AH  the  teeth  are  absent,  and  by  (he  extension  of  the  growth  the  palate 
and  alveolar  border  torm  one  fiat  surface  covered  with  mucous  membrane  which 
presents  at  its  inner  part  a  coarse  velvety  appearance.  The  tumour  also  forms  a 
uniform  bulging  of  the  facial  and  zygomatic  aspects  of  the  jaw,  and  projects 
inwards  so  as  to  cause  obstruction  of  the  left  nasal  cavity.  The  tumour  on  section 
presents  a  coarsely  granular  structure  and  numerous  minute  cysts.  6903 

Microscopic  Structure.— The  tumour  is  a  squamous  carcinoma. 

From  a  woman,  aged  50,  who  was  admitted  into  U.  0.  H.,  under  the  care  of  Mr  Heatli 
bept.  12,  1892.  I^our  months  previously  there  was  pain  in  the  left  side  of  the  face,  followed 
a  week  later  by  swelling  of  the  cheek.  A  month  later  an  abscess  in  the  mouth  was  opened 
with  temporary  relief  of  the  pain.  On  admission  there  was  bulging  of  the  left  cheek  and  left 
side  of  the  nose,  the  skm  being  cedematous  ;  floor  of  the  left  orbit  bulged  ;  the  left  nostril  was 
blocked  by  a  firm  reddish  mass ;  the  left  superior  alveolar  border  was  enlarged  and  the  hard 
palate  bulging  ;  there  was  an  enlarged  gland  in  the  left  submaxillary  region,  and  smaller  ones 
on  both  sides  of  the  neck.  On  Sept.  14  the  left  upper  jaw  was  excised  by  Liston's  method 
laryngotomy  being  performed  during  the  operation.  The  patient  was  discharged  on  Oct  9*. 
and  on  Nov.  4  there  was  recurrence  in  the  moutli.  (Mr.  Heath's  Case-books,  1892,  vol.  i' 
p.  347.) 

1392.  The  anterior  part  of  a  left  upper  jaw  which  has  been  extensively  invaded  by 
a  tumour.  On  the  alveolar  border  and  hard  palate  the  growth  has  an  irregularly 
lobulated  or,  in  parts,  warty  surface ;  this  part  of  the  growth  is  directly  continuous 
with  that  which  fills  the  portion  of  the  antrum  preserved  in  the  specimen,  and 
which  projects  through  the  anterior  wall  of  the  antrum  so  as  to  form  a  large 
rounded  projection  on  the  facial  aspect  of  the  bone.  The  cut  surface  of  the 
tumour  has  a  distinctly  fohated  appearance^  and  is  intersected  by  fine  bauds  of 
fibrous  tissue. 

Microscopic  Structure. — The  tumour  is  a  squamous  carcinoma,  the  cells  of  which  show  in  parts 
distinct  horny  change.  The  growth  probably  originated  in  the  mucous  membrane  of  the  gums 
or  palate. 

1393.  The  base  of  a  skull,  -with  portions  of  the  facial  bones,  in  which  extensive 
destruction  has  been  caused  by  malignant  disease,  which  originated  in  the  left 
antrum.  The  left  superior  maxilla  and  malar  bone,  with  considerable  parts  of  the 
right  maxilla,  among  the  facial  bones,  and  the  pterygoid  processes  of  the  sphenoid 
on  the  left  side,  and  almost  the  whole  of  the  ethmoid  and  the  lower  part  of  the 
frontal  bone  among  the  bones  of  the  cranium,  have  disappeared  before  the  exten- 
sion of  the  disease.  The  floor  of  the  frontal  sinus  is  wholly  wanting  on  the  left 
side ;  and  by  the  destruction  of  the  cribriform  plate  of  the  ethmoid  a  considerable 
opening  exists  in  the  cranial  cavity.  The  portions  of  the  bones  affected  have  an 
open  coarsely  reticular  surface,  showing  them  to  have  been  infiltrated  by  the 
growth.  3252 

1394.  T&vi  of  the  right  side  of  the  body  and  alveolar  border  of  a  lower  jaw,  removed 
by  operation  for  a  squamous  carcinoma  of  the  gum.  The  growth  presents  a 
coarsely  papillary  surface,  and  measures  4  cm.  from  before  back,  and  2-5  cm.  in 
breadth.  It  is  entirely  limited  to  the  alveolar  border,  and  all  the  corresponding 
teeth  are  wanting.  7240 
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^^"^z^r::;z^8rr  r;':j^.^;~u^   .m..  ea.  or  m.  neat.  o,. 

AdHI  HsTcoYplain  ng  of  8orot,es8  of  the  tongue  ami  right  side  of  the  .nouth  o  three 
mm'L^  u  -a^^^^^^^^  "'P°'"*  °^  '^^  right  ower  alveo  us 

r  n^.^Xrly  thickened,  and  there  was  induration  and  ulceration  at  the  posterior  part  of  he 
left  half  of  the  tongue.  Iodide  of  potassium  was  given  and  tlie  jaw  scraped,  with  some 
imnrovement.  In  June  the  growth  in  the  alveohis  had  assumed  the  clmracters  of  a  squamous 
carcinoma  and  the  part  of  the  jaw  preserved  in  the  specimen  was  excised.  Ihree  weeks  later 
the  left  half  of  the  tongue  was  removed  with  scissors  ;  the  growth  at  the  posterior  part  was  a 
squamous  carcinoma.  Eapid  recurrence  of  the  growth  in  the  jaw  took  place.  (Mr.  Ueatli  s 
Case-books,  1894,  vol.  iii.  pp.  284,  348.) 

1395  Part  of  a  lower  jaw  rernoved  by  sawing  the  bone  vertically  ou  the  right  side 
between  the  socket  of  the  lateral  incisor  and  canine  teeth,  and  on  the  left  side 
nearly  horizontally,  through  the  lower  part  of  the  ramus.  In  the  incisor  region 
of  the  jaw  the  alveolar  border  is  occupied  by  a  friable  ragged  growth,  which 
extends  in  the  middle  line  into  the  body  of  the  jaw.  From  the  incisor  region  the 
growth  extends  backwards  and  downwards  on  the  inner  aspect  of  the  jaw,  so  as 
extensively  to  involve  the  sublingual  and  submaxillary  glands  of  the  left  side. 
From  the  submaxillary  gland  the  growth  further  extends  around  the  lower  border 
of  the  jaw  between  the  mental  foramen  and  the  angle,  and  extends  upwards  on 
its  outer  surface  to  midway  between  the  lower  border  and  alveolar  border. 

Microscopic  Structure. — The  growth  is  a  squamous-cell  carcinoma. 

Removed  by  Mr.  Heath  from  a  man  aged,  46;  the  patient  recovered  from  the  operation, 
but  the  final  result  is  not  known. 

1396.  Part  of  the  left  side  of  a  lower  jaw  removed  by  vertical  division  through  the 
middle  line  and  oblique  division  through  the  ramus,  together  with  a  large  tumour 
surrounding  the  body  of  the  jaw  and  involving  the  submaxillary  gland,  and  an 
elliptical  piece  of  skin,  the  central  part  of  which  is  also  implicated.  The  growth 
rises  on  both  aspects  of  the  jaw,  nearly  as  high  as  the  alveolar  border.  G222 

From  a  man,  aged  55,  who  was  under  the  care  of  Mr.  Heath,  iu  U.  C.  H.,  in  1886.  A  primary 
carcinoma  of  the  lower  lip  had  been  removed  2  years  previously,  and  a  year  later  a  swelling 
was  noticed  beneath  the  left  angle  of  the  jaw,  and  rapidly  increased  in  size  until  it  reached 
the  dimensions  shown  in  the  specimen.  There  was  no  recurrence  at  the  site  of  the  primary 
growth.  The  patient  was  discharged  3  weeks  after  the  operation.  The  growth  involving  the 
jaw  probably  originated  in  the  lymphatic  glands  below  it.  (Surg.  Reg.  Rep.  1886,  p.  44, 
No.  552.) 

1397.  Part  of  a  lower  jaw,  removed  by  division  of  the  bone  on  the  right  side 
vertically  behind  the  socket  of  the  second  bicuspid  tooth  and  on  the  left  side 
obliquely  from  behind  the  third  molar  tooth  to  the  angle.  The  jaw  is  the  seat  of 
a  tumour,  and  has  been  sawn  through  between  the  second  bicuspid  and  first 
molar  teeth  of  the  left  side,  in  order  to  display  the  relations  of  the  tumour  to  the 
bone.  The  limits  of  the  tumour  extend  on  the  lower  border  of  the  jaw  from  a 
little  to  the  right  of  the  middle  hne  nearly  as  far  as  the  left  angle.  Between 
these  lirnits  the  tumour  forms  an  irregularly  rounded  mass  below  the  jaw,  rising 
on  the  inner  surface  to  within  1  cm.  of  the  alveolar  border  opposite  the  first 
molar  tooth  and  on  the  outer  surface  to  a  corresponding  height  opposite  the 
last  molar  tooth.  In  the  section  the  outline  of  the  jaw  is  unaltered,  except  that 
the  lower  border  is  eroded  by  the  growth,  which  extends  into  its  substance.  The 
tumour  is  firm  in  consistence,  and  the  cut  surface  is  freely  marked  by  white 
fibrous  bands.  In  the  posterior  part  of  the  tumour  on  its  inner  aspect  an 
irregular  cystic  cavity  has  been  freely  opened.  56(32 

Microscopic  Structure.— Iho  growth  is  a  squamous-cell  carcinoma.  The  epithelial  columns  are 
scanty  and  he  in  a  very  abundant  fibrous  stroma.  The  epithelium  cells  show  well-marked 
horny  change  with  the  production  of  cell-nests. 

Removed  by  Mr.  Heath  from  a  man  aged  6U.     The  growth  recurred  and  the  patient  died 
in  a  few  months. 
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1398.  Part  of  the  left  side  of  the  body  of  a  lower  jaw,  removed  bv  dhi.sion  of  tho 
bone  behind  the  last  mo  ar  tooth  and  in  front  of  the  canine.  The  jaw  is  the  seat 
of  a  tumour  which  involves  both  aspects  of  the  bone,  but  more  extensively  the 
Z'f.'Tir^^     T  1  ^  considerable  swelling  which  rises  as  high  as  the 

t  1  ''F'.r'i''i  ^T\T  -^^  ^^P^^*^       t^^^^-^r  involves  only  the 

ower  half  of  the  body  of  the  jaw.  The  lower  border  of  the  bone  is  eroded  bv 
the  growth.  Adherent  to  the  outer  surface  of  the  growth,  which  is  very  soft  and 
triable,  is  an  elliptical  piece  of  skin.  gg25 

Microscopic  SMure.-TUe  tumour  is  a  squamous-cell  carcinoma.    Many  of  the  cell-columns 

^r:r^ersSe:s''' '''''''' ^''''^  ^'-"1-- 

The  tumour  was  removed  by  Mr.  Heath  from  a  patient,  aged  45.  who  had  previously  liad 
a  portion  of  the  jaw  removed  ;  recurrence  took  place  and  the  patient  died  in  about  six  months. 

1399.  Part  of  a  lower  jaw,  the  central  portion  of  which  had  been  removed  by 
vertical  division  of  the  bone  a  short  distance  in  front  of  each  mental  foramen. 
The  divided  surfaces  are  nearly  in  apposition,  and  in  their  lower  part  the  two 
fragments  are  firmly  united  by  bone  at  an  angle  of  about  70°.  6823 

The  anterior  half  of  the  tongue  with  the  central  portion  of  the  lower  jaw  and  the  intervenino- 
structures  of  the  floor  of  the  mouth  had  been  removed  for  carcinoma  in  Deneraber  1889  (Surg 
Eeg.  Rep.  1890,  p.  166,  No.  2680).  The  patient  was  readmitted  into  U.  C.  H.  under  the 
care  of  Mr.  Barker  on  Jan.  4,  1892,  with  recurrence  in  the  tongue  and  floor  of  the  mouth 
and  enlarged  glands  in  the  upper  part  of  the  left  aide  of  the  neck.  Death  occurred  under  the 
anaesthetic  before  the  operation  was  commenced.  (Mr.  Heath's  Case-books,  1892  vol  i 
p.  277.) 


1400.  The  outer  half  of  a  large  cystic  tumour,  which  involved  the  lower  jaw.  The 
subcutaneous  surface  is  recognisable  by  the  portion  of  the  luasseter  adhering 
to  the  tumour.  On  this  surface  openings  have  been  made  iuto  two  large  cysttf, 
both  of  which  have  thick  membranous  walls  and  a  smooth  interior.  On  the 
opposite  side  of  the  specimen  the  parts  have  been  divided  through  a  large  cyst, 
from  the  sides  of  which  there  project  nodules  and  lobulated  outgrowths  of 
tumour-substance.  The  cut  surface  of  the  solid  portions  of  the  tumour  and  of 
the  intracystic  growths,  as  best  seen  on  the  left  of  the  preparation,  presents 
small  closely-set  spaces  of  various  forms,  and  filled  with  a  soft  granular  material, 
giving  to  the  whole  a  gland-like  structure.  The  bone  has  for  the  most  part 
disappeared  before  the  growth  which  has  invaded  it. 

Microscopic  Structure.— K  section  of  the  solid  part  of  the  growth  presents  a  scanty  fibrous 
stroma  enclosing  large  spaces  occupied  by  masses  of  epithelial  cells.  The  peripheral  cells 
present  in  parts  a  columnar  shape,  whilst  the  remaining  cells  are  either  small  and  branched 
or  spindle-shaped. 

From  a  man,  aged  22,  who  was  admitted  into  TJ.  C.  H.,  on  July  10,  1871,  under  the  care 
of  Mr.  Heath.  Six  years  previously  patient  first  noticed  a  small  hard  swelling  on  the  right 
side  of  the  lower  jaw.  The  tumour  steadily  increased  in  size,  and  had  been  lanced  and  tapped 
■several  times  in  the  mouth.  On  admission  the  right  side  of  the  face  presented  a  large,  smooth, 
globular  swelling  reaching  forwards  to  the  angle  of  the  mouth,  backwards  to  an  inch  beliiud 
the  lobule  of  the  ear,  upwards  to  the  lower  margin  of  the  orbit,  and  downwards  to  the  level 
of  the  hyoid  bone.  The  overlying  skin  was  not  involved.  On  July  12  the  tumour  was 
removed  by  operation  together  with  the  affected  portion  of  the  jaw.  The  patient  made  a  quick 
recovery. 

Before  section  the  tumour  was  almost  globular,  had  a  diameter  at  its  widest  part  of 
3.i  inches,  and  was  somewhat  lobular  on  the  surface  ;  it  weighed  13§  ounces.  Over  tlie  whole 
of  the  lower  part  was  a  thin  shell  of  expanded  bone ;  for  the  greater  part  this  was  over  a  solid 
growth,  but  at  the  upper  and  outer  aspect  was  a  large  cyst  capable  of  holding  about  six  ounces 
of  fluid.  The  lower  part  of  the  wall  of  the  cyst  was  bony,  but  the  whole  of  the  upper  part 
was  free  from  bone ;  all  the  inner  wall  of  the  cyst  was  invested  with  a  thin  osseous  layer. 
Anterior  to  the  large  cyst  was  a  smaller  one  containing  about  half  an  ounce  of  thick  fluid  in 
which  was  a  large  quantity  of  cholesterin.  Both  cysts  were  lined  by  a  smooth  thin  membrane. 
On  the  inner  aspect  of  the  tumour  there  were  two  openings,  each  about  three-quarters  of  an 
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incli  in  diameter,  wliicli  liad  opcued  into  tbe  inoutl. ;  tlipy  con.inunicated  with  a  arge  cavity 
in  the  centre  of  tbe  tumour,  into  vvliich  the  finger  could  be  passed  lor  nearly  three  inches. 
On  making  a  seel  ion  this  inner  cavity  was  found  to  be  about  three  inches  m  length  ;  H-^  it^ner 
surface  was  irregularly  lobulated,  tbe  lobules  varying  in  size  Ironi  that  oi  a  pea  to  a  filbert 
The  tumour  was  moderately  firm,  of  a  whitish  colour,  and  small  points  of  bone  were  scattered 
through  its  substance.  ,  „  ^  c. 

•  The  other  half  of  the  specimen  is  in  the  Museum  of  the  Eoyal  College  of  burgeons. 
{Lancet,  March  23,  1872,  p.  397;  and  Heath,  'Injuries  and  Diseases  of  the  Jaws,'  18'J4, 
p.  2CX).) 

1401.  The  greater  part  of  a  lower  jaw  removed  by  operation,  the  bone  having  been 
disa!rtictilated  at  the  temporo-maxillar^  joint  on  the  right  side  and  sawn  through 
a  short  distance  in  front  of  the  angle  on  the  left  side.  On  the  right  side  the 
condyle,  neck,  and  upper  part  of  the  ramus  are  normal,  and  on  the  left  side  the 
bone  is  unaffected  for  a  distance  of  1  cm.  in  front  of  the  sawn  surface  ;  but  in 
the  rest  of  the  specimen  the  jaw  is  occupied  by  a  large  cystic  tumotir.  The 
tumour  is  most  extensive  in  the  right  half  of  the  body  of  the  jaw,  u  here  it  forms 
a  lobulated  mass  expanding  the  bone,  and  projecting  from  the  alveolar  border. 
The  smaller  lobules  consist  of  solid  tumour-substance,  but  the  larger  lobules  are 
produced  by  cysts  in  the  growth,  several  of  which  have  been  laid  open.  These  cysts 
are  partly  surrouiided  by  a  shell  of  bone  and  are  lined  with  a  soft  membranous 
layer.  The  largest  cyst,  which  measures  4  cm.  in  diameter,  projects  from  the 
lower  border  of  the  body  and  contains  a  large  mass  of  brownish  coagulated 
material. 

To  the  left  of  the  middle  line  the  disease  is  much  less  extensive  and  only 
involves  the  upper  half  of  the  body  of  the  jaw,  the  lower  border  of  which  is 
unaltered.  In  this  position  the  expansion  is  more  marked  on  the  outer  than  on 
the  inner  aspect  and  a  very  thin  layer  of  bone  still  covers  the  growth,  on  the 
upper  surface  of  which  the  sockets  of  some  of  the  teeth  can  still  be  seen.  5850 

Microscopic  Structure.— LaxgB  branching  masses  of  epithelium-cells,  the  peripheral  rows  of  which 
are  columnar,  lie  in  a  scanty  cellular  stroma.  At  one  place  the  columns  of  epitheliuin-cells 
are  continuous  with  the  epithelium  covering  the  gum. 

From  a  woman,  aged  51,  who  was  admitted  into  TJ.  C.  H.  in  August  1882,  under  the  care 
of  Mr.  Heath.  At  the  age  of  35  the  patient  first  noticed  a  lump  the  size  of  a  pea  beneath  the 
tongue  on  the  right  side,  which  gave  some  pain  and  for  which  a  tooth  was  extracted.  From 
that  time  abscesses  formed  in  the  lower  jaw,  some  of  which  discharged  internally  and  one 
externally,  and  several  teeth  were  extracted.  At  the  age  of  44  patient  was  admitted  under 
Mr.  Heath's  care,  and  presented  considerable  expansion  of  the  right  side  of  the  lower  jaw  by 
a  lobulated  tumour.  The  tumour  was  freely  incised  within  the  mouth  ;  a  quantity  of  dark- 
coloured  fluid  escaped,  the  semi-solid  contents  of  the  large  cystic  space  were  cleared  out, 
and  the  bony  walls  of  the  cavity  crushed  together.  A  month  after  the  operation  patient  was 
discharged,  the  ca-vity  in  the  jaw  being  nearly  closed.  In  October  1878  there  was  a  recur- 
rence of  the  cystic  growth,  which  was  again  treated  by  gouging  and  crushing  in  tke  thin  bony 
walls  of  the  cavity.  In  August  1882  extensive  recurrence  had  again  taken  place,  and  the 
parts  preserved  in  the  specimen  were  removed  by  operation.  The  patient  made  a  good 
recovery.    (Heath,  '  Injuries  and  Diseases  of  the  Jaws,'  1894,  p.  203.) 

1402.  The  greater  part  of  the  left  side  of  the  body  and  ramus  of  a  lower  jaw,  except 
the  neck  and  condyle.  The  whole  of  the  ramus  and  the  greater  part  of  the  body 
are  expanded  by  a  solid  central  tumour,  the  angle  and  the  lower  border  being  the 
parts  least  affected.  On  the  outer  aspect  the  most  prominent  part  of  the  expan- 
sion forms  an  elliptical  swelling,  measuring  6  cm.  by  3-5  cm.,  over  almost  the  whole 
surface  of  which  a  very  thin  layer  of  bone  can  be  felt.  On  the  inner  aspect  the 
expansion  is  less  marked  and  more  irregular,  the  bony  shell  being  over  a  con 
siderable  part,  wanting.  In  the  expanded  ramus  the  central  growth  is  readily 
separable  from  the  shell  of  bone.  All  the  corresponding  teeth  are  wantincr  and 
at  the  anterior  part  of  the  inner  aspect  of  the  growth,  surrounded  by  lobules  of 
the  tumour,  is  an  irregular  cavity  which  opened  into  the  mouth.  6282 

Microscopic  Structure.-"  The  growth  consisted  of  a  number  of  tubes  lined  with  one  or  more 
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layers  of  cyliiulrioal  cells,  and  separated  from  one  anotbor  by  a  lii^lily  rofriipling  matrix 
composed  apparently  of  closely  packed  spindlo-shajjed  cells :  some  of  tlio  tubes  liave  a 
distinct  limien,  otbers  are  nearly  filled  by  small,  round,  aud  ill-formed  spindle-sbaped  cells. 
In  many  places  tbo  resemblance  to  the  structure  of  the  enamel-organ  is  marked  ;  the  tubes 
are  lined  by  one  or  more  layers  of  cylindrical  cells,  enclosing  a  tissue  composed  of  spindle-cells 
and  many  stellate  cells,  the  branches  of  which  unite  with  one  another  ;  there  was  nowhere 
any  squamous  development  ol  the  epithelial  cells." 

From  a  man,  aged  34,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Mr.  Heath,  in 
1887.  He  first  noticed  a  lump  on  the  left  side  of  the  lower  jaw  eight  years  previously  ;  a  few 
weeks  later  the  swelling  was  lanced  and  the  wound  closed.  A  few  months  afterwards  the 
swelling  increased  in  size,  gathered,  and  burst  into  the  mouth  ;  since  then  there  had  been  a 
discharge  from  the  sinus.  The  swelling  of  the  lower  jaw  steadily  increased.  On  adniission 
the  left  cheek  was  rendered  very  prominent  by  the  enlargement  of  the  jaw,  which  in  most 


hospital  1 

1403.  Half  a  multilocular  cystic  tumour,  which  has  extensively  destroyed  the  right 
half  of  a  lower  jaw.  Anteriorly  the  growth  reaches  to  the  mental  foramen  and 
posteriorly  involves  the  whole  of  the  ramus.  The  growth,  which  has  originated 
in  the  interior  of  the  jaw,  consists  of  a  number  of  cystic  spaces,  the  largest  of 
which  measures  5  cm.  in  diameter.  At  nearly  all  parts  the  cysts  are  surrounded 
by  a  thin  shell  of  the  expanded  bone,  and  they  are  separated  one  from  aiiother  by 
septa  which  are  partly  bony  and  partly  membranous.  The  cysts  are  lined  by  a 
smooth  membrane  which  can  easily  be  peeled,  as  a  distinct  layer,  from  the  bony 
wall.  Between  the  most  anterior  cyst  and  the  large  one  which  lies  above  ami 
behind  it  is  a  layer  2  cm.  in  thickness,  in  which  the  bone  is  infiltrated  by  sohd 
new  growth. 

Microscopic  Strucfure.-A  section  of  an  intracystic  growth,  which  was  found  projecting  into  one 
of  the  cysts,  showed  a  delicate  stroma  of  connective  tissue  and  spmdle-cells  containing  spaces 
of  varying  size  lined  with  columnar  epithelium.  ,  r,^ ,     mi  -c  <. 

From  a  woman,  aged  40,  who  was  Admitted  into  U.  0.  H.  in  1894.  The  tumour  was  first 
noticed  in  the  position  of  an  abscess  which  followed  the  extraction  of  a  tooth  eight  years  previ- 
ous y.  The  upper  part  of  the  tumour  was  soft  and  fluctuating  and  the  lower  P^^t /"rmed  by 
the  much  expanded  body  of  the  jaw.  The  teeth  were  absent  behind  the  first  bicuspid  and 
Ssts  were  vi^We  beneath  the  mucous  membrane.  The  right  half  of  the  jaw  was  successfully 
removed  by  operation.    (Surg.  Reg.  Rep.  1894,  p.  44,  No.  969.) 

1404  Part  of  a  lower  jaw,  from  the  first  bicuspid  tooth  on  the  right  side  to  the 
second  molar  on  the  left  inclusive,  expanded  by  the  growth  of  aai  ova  tumoiir 
Sn  it.  The  projection  of  the  tumour  is  greatest  anterior  y,  and  m  this  situa- 
tion the  bone  is  wholly  wanting  ;  the  lower  part  of  the  jaw  is  unaltered  in  form 
The  growth  is  composed  of  intlrsecting  fibrous  bands,  the  meshes  between  which 
are  occupied  by  cysts  of  various  sizes ;  the  larger  cysts  are  round  and  have  a 
sraooSTnterio J;  the  smaller,  mutually  adapted  and  variously  elongated,  are  filled 
with  a  pale  yellow,  soft,  granular  substance. 

and  articulation  were  interfered  with,  ^hen  the  patient  ^^^^.^ 
following  characters  :-It  was  hard,  smooth  o"  the  surface,  ^  ^  ^^^^  -.^ 
at  parts,  as  if  it  were  situated  between  ^^^.'^'^^^'/'^^^^^^^  rendered  very 

,oo\h  on  the  right  side  to  the  second  .r^^'.^^  .^Jf^iif  parts  shown,  a  piece  of  the 

prominent  and  round  by  the  growth      In  ^^^'lll  '^J^^^^^  owing  to  a  doubt  arising 

woman  was  discharged  a  month  after  the  operation. 
1405  The  right  half  of  a  lower  jaw,  removed  by  vertical  division  of  the  b^^^^^^ 
^  f?oAt  of  the^anine  tooth.     Excepting  the  condyle  and  neck,  the  jaw  has 
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greatly  expanded  by  the  growth  of  a  central  tumour,  consisting  of  a  firm,  slightly 
spongy,  fibrous  substance  and  large  cystic  spaces,  the  largest  of  which  occupies  the 
bone  in  the  position  of  the  angle.  The  expansion  of  the  jaw  is  much  more  marked 
on  the  outer  than  the  inner  aspect,  and  in  the  former  situation  the  shell  of 
expanded  bone  is  extremely  thin  and  in  some  parts  wanting,  the  tumour  being 
enclosed  merely  by  a  dense  fibrous  capsule.  By  the  growtii  of  the  tumour  the 
wisdom-tooth  has  been  almost  inverted  and  displaced  upwards  as  far  as  the  neck 
of  the  jaw.  369o 

Microscopic  Structure. — The  solid  part  of  the  tumour  consists  of  a  dense  cellular  fibrous  tissue 
enclosing  spaces  filled  with  epithelium.  The  peripheral  cells  are  columnar,  whilst  the 
remainder  of  the  cell-masses  consist  of  small  irregular  cells  which  in  the  central  parts  have 
undergone  colloid  degeneration.  (See  Heath,  'Injuries  aud  Diseases  of  the  Jaws,'  1894, 
p.  317.) 

1406.  The  right  half  of  a  lower  jaw,  except  the  neck  and  condyle.  Between  the 
lateral  incisor  tooth  and  the  upper  part  of  the  ramus  the  jaw  is  expanded  into  a 
thin  bony  shell  deficient  superiorly,  the  only  part  of  the  alveolar  border  which 
remains  being  that  includiug  the  lateral  incisor,  canine,  and  two  bicuspid  teeth. 
The  expansion  of  the  jaw  is  more  marked  on  the  outer  than  the  inner  aspect,  aud 
viewed  from  within  the  bony  shell  is  marked  by  circular  ridges  and  the  inferior 
dental  canal  can  be  traced  on  its  outer  wall.  2699 

The  expansion  of  the  jaw  was  probably  caused  by  a  central  multilocular  cystic  tumour. 


HXPEETROPHX  OF  THE  NeCK  AND  CoNDTLE  OF  THE  LOWEE  JaW. 

Enlargement  of  the  condyle  of  the  lower  jaw  may  result  from  rheumatoid  arthritis, 
but  the  extreme  hypertrophy  shown  in  No,  1407  is  rare  and  has  been  met  with 
without  any  evidence  of  rheumatoid  arthritis  in  other  joints. 

1407.  A  section  of  the  condyle,  neck,  coronoid  process,  and  part  of  the  ramus  of 
the  left  side  of  a  louver  jaw.  The  natural  size  and  shape  of  the  condyle  and  neck 
are  entirely  altered,  so  as  to  form  a  mass  expanded  superiorly  and  measuring 
4  cm.  in  the  antero-posterior  diameter.  The  greatly  enlarged  articular  surface  is 
irregular  and  in  parts  apparently  covered  with  fibro  -  cartilage ;  the  borders  of  this 
surface  are  nodular  and  obliquely  fissm-ed.  The  section  of  the  hypertrophied 
condyle  and  neck  displays  cancellous  bone  surrounded  by  a  thin  compact  layer. 

6901 

"  From  a  woman,  aged  36,  whose  face  had  for  10  years  become  gradually  more  deformed  by  the 
increasing  displacement  of  the  chin  to  the  right  side  and  the  projection  outwards  of  the  left 
condyloid  process.  The  movements  of  the  jaw  were  restricted,  and  the  length  of  the  1-  ft 
ascending  ramus  was  3  inches,  of  the  right  1|  inch.  She  had  an  attack  of  hemiplegia, 
implicating  the  lelt  side  of  the  face,  when  she  was  25  years  of  age,  and  from  this  affection 
her  Jimbs  had  recovered  perfectly  and  her  face  partially."  1  he  part  of  the  jaw  preserved  in 
the  specimen  was  removed  by  operation  with  a  very  satisfactory  result,  the  face  beinc^ 
brouglit  straight  and  the  patient  having  free  movement  of  the  jnw.  (Heath  '  Injuries  and 
Diseases  of  the  Jaws,'  18U4,  p.  382,  and  Trans.  Path.  Soc.  vol.  xxxiv.  1883  p.  185  j 
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Abnohmalities  in  the  Number,  Foem,  Position,  and  Sxeuctum 

OF  THE  Teeth. 

This  series  of  specimens  was  presented  by  Mr.  Sidney  Spokes 

JV-tmJe^    If  less  than  thirty-two  permanent  teeth  erupt,  the  missing  teeth  are 

usua  ly  either  thn-d  molars  or  lateral  incisors,  and  in  some  mouths  these  teeth  whea 

erupted  are  only  rudimentary. 

PART  II. 

n 
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Supernumerary  teeth  are  not  uncommon,  and  may  resemble  the  normal  teeth  in 
appearance  (supplemental  teeth)  (1408)  or  .present  a  conical  or  irregular  shupe 
^1414). 

Form  and  Size.— The  size  may  be  excessive  (1420)  or  may  be  below  the  normal 
(1424).  The  form  may  be  variously  modihed,  as  by  undue  elevation  of  the 
ciugulum  (1425). 

Fosition. — The  departures  from  the  normal  arrangement  of  the  teeth  are: 
(a)  general  crowding,  due  to  a  want  of  proportion  between  the  size  of  the  teeth  and 
the  size  of  the  jaws  or  resulting  from  the  presence  of  supernumerary  teeth  (1417) 
or  retained  temporary  teeth  (1432);  (h)  superior  protrusion,  in  which  the  upper 
front  teeth  protrude  so  as  sometimes  to  rest  upon  the  lower  lip  (1433) ;  (c)  inferior 
protrusion  or  underhung  bite,  in  which  the  lower  teeth  protrude  (1436);  (d)  edge- 
to-edge  bite  ;  (e)  open  bite,  in  which  the  front  teeth  do  not  meet  ;  (/)  V-shaped 
arch,  in  which  the  angle  oF  the  Y  is  formed  by  the  upper  central  incisors,  and  the 
natural  curve  is  absent  (1439) ;  (g)  saddle-shaped  arch,  in  which  the  curve  is  broken 
by  a  depression  in  the  bicuspid  region ;  (h)  irregular  position  of  individual  teeth, 
such  as  outstanding  canines  and  overlapping  incisors  (1441). 

Structure. — Imperfect  development  of  the  enamel  (hypoplasia),  resulting  probably 
from  some  error  of  nutrition  during  the  period  of  calcification,  is  most  commonly 
evidenced  by  the  presence  of  grooves  and  pits  on  the  surface  of  the  affected  teeth, 
particularly  the  upper  incisors  (1428). 

In  congenital  syphilis  the  permanent  incisors,  particularly  the  upper  central,  are 
BOC  uncommonly  modified,  being  more  or  less  peg-shaped  and  presenting  a  notch  in 
the  cutting-margin  (1429). 

1408.  Two  model>  showing  an  additional  left  upper  lateral  incisor  and  the  result 
of  the  extraction  of  the  supplemental  tooth.  8745 

1409.  Model  shov^ing  supplemental  left  upper  lateral  incisor,  the  corresponding 
canine  not  having  erupted.  874G 

1410.  Model  showing  supplemental  left  upper  lateral  incisor,  erupted  inside  the 
arch.    The  other  teeth  are  very  irregularly  placed.  8747 

1411.  Model  showing  supplemental  left  upper  lateral  incisor,  erupted  within  tlie 
arch.  8748 

1412.  Model  shoAving  supplemental  upper  incisor  placed  between  the  two  normal 
central  incisors.  8749 

1413.  Model  showing  supplemental  right  upper  central  incisor.  8750 

1414.  Six  models  illustrating  the  common  forms  of  supernumerary  teeth  in  the 
front  part  of  the  mouth.  8751 

1415.  Two  conical  supernumerary  teeth. 

1416.  Three  models  illustrating  a  conical  supernumerary  tooth  between  the  two 
upper  central  incisors,  and  the  result  of  extraction  of  the  supernumerary  tooth 
without  further  treatment.  iiio2 

1417.  Model  showing  a  caniniform  supenmmerary  tooth  between  the  central  upper 
incisors,  displacing  the  latter  and  leading  to  crowxling  of  the  other  teeth.  8753 

1418.  Model  showing  two  supernumerary  molariform  teeth  in  the  upper  mcisor 
region... 
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1419.  r«ur  models  of  other  varieties  of  supernumerary  teeth  in  the  frouj;  part  of 
the  mouth.  ^ 

1420.  Model  showing  gigantic  central  Upper  incisors.    The  other  incisors  are  also 
large.  S''^^ 

1421.  Model  showing  an  abnormally  large  left  upper  central  incisor.  8757 

1422.  Model  showing  an  additional  buccal  cusp  to  the  second  left  lower  molar.  8758 

1423.  Model  of  the  temporary  teeth  of  the  upper  jaw,  showing  gemination  of  the 
left  lateral  incisor,  8750 

14S4.  Model  showing  abnormally  small  size  of  second  upper  permanent  molars. 

8760 

1425.  Model  shov\ing  marked  elevation  of  cinguluni  on  lingual  surface  of  left  upper 
lateral  incisor.  8761 

1426.  («)  Lower  lateral  incisor  with  double  root. 

(b)  Second  upper  bicuspid  with  two  roots, 

(c)  Second  upper  bicuspid  with  three  roots. 

(d)  Second  upper  bicuspid  with  three  roots.  8762 

1427.  Model  showing  pitting  and  grooving  of  permanent  teeth,  resulting  from 
hypoplasia  of  enamel.  8763 

1428.  Model  including  teeth  extensively  affected  bv  hypoplasia  of  the  enamel. 
The  teeth  are  brown  and  pitted,  and  the  polished  areas  in  some  of  them  are 
formed  of  eburnated  dentine.  876i 

There  was  a  history  of  a  similar  condition  of  the  teeth  in  collateral  branches  of  the  family, 

1429.  Model  sho  wing  notched  and  peg-shaped  permanent  upper  central  incisors. 
From  a  case  of  congenital  syphilis.  6466 

1430.  Models  showing  general  crowding  of  the  teeth  in  both  jaws  with  superior 
protrusion.    The  right  upper  temporary  canine  is  retained.  8765 

1431.  Model  showing  crowding  of  the  lower  incisors.  8766 

1432.  Model  showing  crowding  of  teeth  in  both  jaws,  with  retention  of  the  fou 
temporary  canines  and  of  the  lower  first  temporary  molars.  The  two  lowe 
permanent  canines  are  erupting  within  the  arch.  8767 

1433.  Models  showing  extreme  degree  of  superior  protrusion.  The  upper  incisor 
teeth  rested  on  the  lower  lip,  and  the  lower  incisors  are  elevated  so  as  to  fit 
against  the  concavity  of  the  upper  arch.  gygg 

The  upper  incisora  were  extracted  and  a  derilure  applied. 

1434.  Six  models  illustrating  the  effect  of  treatment  of  superior  protrusion  witk 
V-shaped  arch  by  lateral  expansion  of  the  arch  and  retraction  of  the  frontTeeth 

From  a  boy  aged  about  13.  8769 

1435.  Model  lowing  s„pmor  protrusion  ami  the  pkte  utod  in  the  treatment 

From  a  girl  aged  about  1.3.  '^'i'lO 
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1436.  Model  illustrating  inferior  protrusion,  probably  due  in  part  to  tlie  small  size 
of  the  upper  jaw.  8771 

1437.  Model  illustrating  an  early  stage  of  imderhnng  bite  (inferior  protrusion)  due 
to  retention  of  the  temporary  upper  central  incisors,  which  had  just  been 
extracted.  8772 

1438.  Four  models  showing  the  effect  of  treatment  in  a  case  of  superior  protrusion 
with  open  bite  by  the  removal  of  an  upper  bicuspid  tooth  on  each  side  and  the 
retraction  of  the  upper  anterior  teeth.  8773 

The  silver  plate  on  the  front  teeth  was  drawn  backwards  to  a  vulcanite  plate  worn  in  the  palate. 

1439.  Model  showing  V-shaped  deformity  of  the  upper  arch,  with  retention  of  the 
temporary  lateral  incisors  and  canines  and  eruption  of  the  permanent  canines  inside 
the  arch.  8774 

1440.  Model  showing  early  stage  in  the  formation  of  V-shaped  arch.  8775 

From  a  boy  aged  6,  who  was  a  mouth-breather,  and  had  already  been  operated  on  for 
adenoids. 

1441.  Two  models  showing  outstanding  upper  canines  and  the  effect  of  treatment 
by  extraction  of  the  lateral  incisors.  The  position  of  the  canines  is  already 
considerably  improved.  8776 

1442.  Two  models  showing  an  outstanding  right  upper  canine  and  the  result,  after 
six  months,  of  the  extraction  of  the  conical  and  undeveloped  lateral  incisors  and  of 
the  first  molar  on  the  left  side,  which  was  carious.  8777 

1443.  Two  models  of  the  lower  jaw  of  a  boy,  in  which  the  left  lower  lateral  incisor 
and' canine  are  crowded  inside  the  arch.  The  second  model  shows  the  effect  of 
extraction  of  the  lateral  incisor,  the  canine  being  gradually  pushed  into  place^by 
the  action  of  the  tongue,  ^778 

1444.  Model  showing  separation  of  the  upper  central  incisors  by  a  retained 
temporary  tooth,  which  was  extracted.  ^''^^ 

1445.  Model  of  a  lower  jaw  in  which  retention  of  the  right  temporary  canine  has 
led  to  crow  ding  of  the  second  bicuspid.  8/80 

1446.  Model  showing  retention  of  the  temporary  lower  first  molars,  with  j;he 
resulting  eruption  of  the  permanent  first  bicuspids  outside  the  arch.  8781 

1447  Three  models  showing  retention  of  the  upper  temporary  central  incisors, 
causing  the  corresponding  permanent  teeth  to  erupt  inside  the  bite  of  the  Imv^r 
teeth  The  third  model  shows  the  condition  oue  week  after  the  extraction  ot  the 
temporary  incisors  and  the  forcible  advancement  of  the  right  permanent  upper 
central  incisor. 

1448  Model  showing  displacement  forwards  of  the  permanent  right  upper  central 
inclLor,  resulting  from  retention  of  the  corresponding  temporary  tooth.  8/83 


Dental  Caries. 

Ciries  is  an  effect  solely  of  external  causes,  and  is  due  to  solution  of  the  dental 
.J^Z:\r^7a:  generLd  by  the  fermentative  action  of 
food-particles.    Exactly  similar  appearances  have  been  obser^ed  in  the  ciown. 


DENTAL  CiARtES  AND  EBdSlON. 


101 


human  teeth  worn  as  artificial  substitutes.  Caries  always  spreads  from  the  surface 
very  frequently  in  a  fissure  of  the  enamel.  If  it  commence  ni  a  hssure,  a  dark-colourea 
spot  will  be  the  first  indication  of  its  presence ;  but  if  it  has  attacked  a  surface  free 
from  any  fissure,  the  affected  part  will  become  opaque  and  white,  and  porous  and 
friable  from  decalcification,  the  white  coloilr  being  subsequently  succeeded  by  brown. 
The  dentine  thus  exposed  is  in  the  first  instance  affected  by  the  same  decaicitnuec 
process,  and  subsequently  its  organic  part  is  dissolved.  The  advance  of  caries  otten 
sets  up  a  formation  of  dentine  from  the  pulp  on  that  wall  of  the  pulp-cavity 
threatened  by  the  advancing  disease. 

1449  A  bicuspid  tooth,  the  crown  of  which  has  been  in  great  part  destroyed  by 
caries  which  spread  from  a  diseased  spot  in  the  enamel.  The  extensive  aperture 
has  resulted  chiefly  from  the  breaking  away  of  portions  of  the  enamel  which 
had  been  undermined  by  the  progressive  destruction  of  the  dentine.  Beyond 
the  fractured  edge  of  the  enamel  there  projects  a  part  of  the  dentine,  softened, 
and  discoloured  ;  the  dentine  forming  the  wall  of  the  space  is  similarly  altered. 
On  the  back  of  (he  specimen  is  a  blackened  spot  in  the  enamel  marking  a 
Superficial  disintegration. 

1450.  A  series  of  molar  and  bicuspid  teeth,  the  crovvns  of  which  have  in  varying 
degrees  been  destroyed  by  caries.  805 


Eeosiox. 

It  occasionally  happens  that  the  enamel  and  dentine  disintegrate  without  the 
ordinary  appearances  of  dental  caries,  the  surface  in  these  cases  being  firm  and  often 
quite  free  from  discoloration.  This  condition  most  commonly  affects  the  necks  of 
the  teeth,  leading  to  the  formation  of  a  smooth  horizontal  groove  close  to  the  edge 
of  the  gum.  The  exact  nature  of  the  change  is  not  clear;  probably  the  condition 
is  an  example  of  chemical  solution,  the  process  being  modified  by  calcification  of  the 
dentinal  fibres  in  the  tubules  of  the  subjacent  portion  of  the  dentine. 

1451.  A  canine  tooth,  the  greater  part  of  the  neck  of  the  fang  of  which  has  beeh 
evenly  destroyed,  the  surface  of  the  excavated  part  being  smooth  as  if  scooped 
away,  but  not  discoloured.  The  canal  of  the  fang  is  not  opened,  but  remains 
closed  over  by  a  thin  layer  of  dentine  which  stands  out  as  a  rounded  ridge  along 
the  bottom  of  the  space.  The  surface  of  the  erosion  is  opa(|ue  and  lustreless,  and 
the  erosion  extends  for  a  short  distance  round  the  neck  on  one  side  ;  the  crowu 
is  unaffected. 

1452.  upper  central  incisor  tooth.  Its  neck  is  encircled  by  a  deep,  irregular, 
eroded  groove.  The  enamel,  except  along  the  margin  of  this  groove,  appears 
quite  healthy.  306 

1453.  A  canine  tooth,  the  neck  of  which  is  half  encircled  posteriorly  by  a  shallow 
groove  extending  through  the  cement  to  the  subjacent  dentine  :  but  at  no  part  is 
the  pulp-cavity  opened. 

The  tooth  was  a  cause  of  intense  toothache. 

1454.  An  upper  molar,  one  of  the  fangs  of  which  has  been  deeply,  but  evenly,  exca- 
vated near  its  root ;  there  is  a  small  opening  in  the  canal  of  the  diseased  fang 
The  eroded  surface  is  opaque,  white,  and  without  lustre.    In  the  neck  of  the  tooth 
above  the  root  of  one  of  the  other  fangs,  similar  destructive  changes  have  com- 
menced ;  on  two  of  the  fangs  a  deposit  of  tartar  has  taken  place,  as  though  the 
tooth  had  lain  for  some  time  loose  in  its  socket. 


DISEASES  or  THE  TOXGfE. 


CiinojTic  Periostitis  op  the  Fakg. 

1455  A  lower  bicuspid  tooth,  the  lower  part  of  the  fang  of  which  is  enlarged  and 
bulb-shaped,  probably  ni  consequence  of  long-continued  inflammation. 

Hnkr^ecf  "'"^  '"'^''^  ^^'^  ^'''"''^  ^""^       ^'^'^      ^^'^  ^^"S 

Tahtab, 

Tartar  is  a  deposit  composed  chiefly  of  carbonate  of  lime  and  mafrnesia  mixed 
with  organic  matter,  which  frequently  forms  upon  the  teeth,  especially  upon  the 
outer  surface  of  the  upper  molars  and  the  posterior  surface  of  the  lower  incisors 
As  the  accumulation  increases,  it  causes  recession  of  the  gum  and  absorption  of 
the  alveolar  process,  with  consequent  loosening  of  the  teeth. 

Pyorrhoea  ulveolaris  is  characterised  by  the  presence  of  recesses  between  the  teeth 
and  gum  containing  pus  and  by  loosening  of  the  teeth,  and  in  connection  with  the 
disease  a  deposit  of  hard  dark  greenish  tartar  is  formed  beneath  the  surface  of 
the  gum  and  may  extend  to  the  apex  of  the  socket, 

145*?.  Part  of  a  right  upp^r  jaw  with  the  molar  and  second  bicuspid  teeth,  which 
are  almost  covered  by  a  deposit  of  tartar.  The  deposit  is  much  more  extensive  on 
the  outer  than  upon  the  inuer  aspect,  and  forms  a  yellowish  chalky  mass.  As  the 
result  of  absorption  of  the  alveolar  border,  the  fangs  of  the  teeth  are  partly 
exposed  on  the  inner  aspect,  whilst  externally  the  tartar  overlaps  the  bone^  which 
is  deeply  hollowed  out  opposite  the  first  a,nd  second  molo^rs. 
Prom  an  old.  man.  ' 


DISEASES  OF  THE  TONGUE, 

ChrOKIC  S,UPBIiriC];AL.  iNFXiAMMATIOlf.. 

Chronic  surperficial  glossitis  may  result  from,  various  forms  of  long-standing 
irritation,  such  as  that  caused  by  tobacco,,  strong  spirits,  &c.,  and  is  also  one  of 
the  most  common  effects  of  syphilis  of  the  tongue  (see  below). 

The  chronic  inflammation  may  be  limited  to  one  or  more  patches  on  the  dorsum 
Qr  bprders  of  the  tongue  or  may  occur  in  a  more  diffuse  form.  The  most  common 
result  is  the  pi'Q.duction  of  a  smooth  patch  of  a  bluish-white  colour  (leucoplakia),, 
in  Vhich  thQ  papillsB  are  more  or  less  completely  atrophied  (145,8).  Beneath  the 
epithelium  there  is  a  round-cell  infiltration,^  and  in  the  advanced  stages  scar-iissae 
forms  leading  to  superficial  induration.  Ulceration  of  these  smooth  patches  is  not 
uncommon,  and  deep  fissures  are  sjometimes  met  with. 

Less  commouly  chronic  superficial  glossitis,  resul\ts  in  considerable  overgrowth 
of  the  papilla)  and  thickening  of  the  epithelium,  with  the  production  of  warty  or 
papillomatous  pa,tches  (1459). 

The  chief  practical,  importance  of  chronic  infiammation  of  the  surface  of  tlije 
tongue  is  its  liability  to  be  followed  by  carcinoma.  The  g^i-owth  may  originate  in  tk 
saiooth  or  W£irty  patch  (1453),  or  in  an  ulcer  or  fissure. 

X458.  Afi  injected  tongue,  showing  the  development  of  camnoma  as  a  sequela 
of  long-standing  superficial  glossitis.  Over  a  large  part  of  the  doi^sum  the 
mucous  n)embrane  is.  smooth  as  the  result  of  atrophy  of  the  papilhr,  whilst  in 
irregular  patches  thp  normal  papillary  api^>earance  remains,  and  scattered  over  the 
tongue,  most  abundantly  at  the  tip^  a,re  numerous  liypcrirophied  fungiform 
])apilla>.  Over  a  large  patch  on,  the. left  boEder  and  adja.cent  part  of  the  dorsum, 
the  mucous  membrane  is  raised  and  presents  a  minu'ely  papillary  or  honey- 
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co.nbed  surface,  which  is  deeply  injected.    At  the  anterior  part  of  this  papillo- 
matous surface  there  is  a  circular  raised  growth,  with  an  ulcerated  slightly  noduJar 
surface  and  a  diameter  of  l  o  cm.    The  inner  border  of  the  grovvth  is  consider- 
ably everted.    The  injection  has  not  entered  freely  into  this  growth. 
From  a  man  ased  f)2,  who  was  under  the  care  of  Mr.  Barker,  in  U.  C.  11.,  in  188fi.    The  patient 
had  sufltttred  from  spongy  gums  and  det-ayed  teeth  for  20  years,  but  had  not  been  an  excessive 
smoker    The  growth  in  the  left  side  of  the  tip  of  the  tongue  had  been  noticed  for  five  monl  lis. 
There  was  no  glandular  enlargement.  The  tongue  was  successfully  removed  with  smsors,  and 
the  patient  left  the  hospital  on  the  15th  day.    (Surg.  Reg.  Rep.  188G,  p.  4o,  No.  fa3b.) 

1459.  The  right  half  of  a  tongue,  illustrating  the  development  of  carcinoma  as  a 
sequela  of  chronic  supefficial  glossitis.  Upon  the  right  border  and  adjacent  part 
of  the  dorsum  is  a  circumscribed  warty  patch,  measuring  3  5  cm.  antero-posteriorly. 
The  patch  is  covered  with  large  coarse  papilla;  and  is  irregularly  furrowed.  The 
edge  of  the  patch  is  raised,  smooth,  aud  slightly  everted,  and  niuch  firmer  than 
the  surrounding  mucous  membrane.  At  the  posterior  and  inner  part  of  the 
patch  the  surface  is  less  raised  and  less  papillary,  and  presents  more  the  appearance 
of  an  ulcer.  In  the  rest  of  its  extent  the  mucous  membrane  is  covered  with 
hypertrophied  tiliform  and  fungiform  papillae,  and  has  in  places  a  very  velvety 
surface. 

Microscopic  Sirucfure. — The  base  of  the  ulcer  at  the  posterior  part  of  the  warty  patch  presents 
the  structure  of  squamous  carcinoma. 

Prom  a  man,  aged  52,  who  was  admitted  into  U.  0.  H.,  under  the  care  of  Mr.  Heath,  on 
Nov.  11,  1884.  He  had  had  a  chancre  29  years  previously;  there  was  no  history  of 
secondary  .symptoms.  He  had  been  a  moderate  smoker,  and  always  held  his  clay  pipe  on  the 
right  side  of  his  mouth.  The  disease  of  the  tongue  began  as  a  small  white  patch  20  years 
ago.  On  Nov.  12  the  right  half  of  the  tongue  was  removed  with  .scissors  and  eeraseur.  On 
]Vlarcli  1,  1888,  the  patient  was  in  good  health,  and  there  were  no  signs  of  recurrent  disease. 
(Mr.  Heath's  Case-books,  1884,  vol.  i,  p.  281.) 

1460.  A  small  slice  of  the  mucous  membrane  of  a  tongue,  removed  by  operation. 
In  its  lower  half  the  papillae  are  hypertrophied  so  as  to  form  a  coarse  warty 
growth,  measuring  about  2  cm.  in  diameter.  The  border  of  the  grovvth  is  well 
defined,  except  above,  where  it  shelves  off  gradually  to  the  level  of  the  surrounding 
mucous  membrane. 

Microscopic  Structure. — The  enlarged  papilltB  are  covered  with  a  thick  layer  of  epithelium,  the 
superficial  part  of  which  is  horny  ;  the  tissue  beneath  the  papilla;  is  infiltrated  with  small 
round  cells,  but  there  is  no  downgrowth  of  epithelium. 

From  a  patient  of  Sir  J.  Erichsen's,  aged  (37.  The  growth  had  existed  46  years,  and  had 
recently  increased  rapidly  in  size. 


SrpniLiTic  Disease  of  the  Tongde. 

The  primary  syphilitic  sore  is  occasionally  seen  on  the  tongue.  Among  the 
secondary  lesions  are  mucous  tubercles  and  superficial  ulcers  and  fissures.  In 
the  later  stages  chronic  superficial  glossitis,  often  associated  with  deep  fissures,  and 
gummata,  occur.  Gummala  are  most  common  on  the  dorsum  of  the  tongue,  and 
may  be  superficial  or  deeply  seated  in  the  muscular  substance.  If  untreated,  a 
gumma  of  the  tongue  softens  and  discharges  through  an  opening  in  the  mucous 
membrane,  leaving  an  ulcer  which  is  often  deeply  excavated,  and  may  present  the 
characteristic  yellowish  slough.  Gummatous  ulcers  occasionally  occur  on  the  lateral 
borders  of  the  tongue,  and  may  then  be  more  difficult  to  distinguish  from  carcinoma 
than  when  situated  on  the  dorsum. 

/l461.  A  tongue  with  the  larynx  and  part  of  the  pharynx.    The  posterior  third 
\y       of  the  tongue  is  the  seat  of  a  deep  ulcer,  which  is  nearly  circular  in  outline,  5  cm. 
in  diameter,  and  reaches  forwards  as  far  as  the  foramen  ciecnm  and  backwards 
to  the  epiglottis.   The  epiglottis  itself,  which  is  depressed  over  the  aperture  of  the 
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larynx,  is  extensively  ulcerated,  and  in  one  part  perforated ;  its  right  border  is 
deeply  eroded  The  surface  of  the  ulcer  is  uneven  and  ragged ;  its  anterior  edce 
IS  sinuous  and  slightly  uudermined.  The  submucous  tissue  of  the  pharynx  ia 
cedematous.  ^  g^^^. 

From  a  man,  54  year*  of  age.  admitted  into  Westminster  Hospital,  under  the  care  of  Mr 
Heath,  July  /th,  1866.  Ihe  breathing  had  become  so  difficult  that  tracheotomy  was  performed 
Ihe  patient  tor  a  time  improved,  but  died  exhausted  Sept.  25th,  1866.  The  exact  nature  of  the 
ulcer  13  doubtful  It  is  most  probably  syphilitic  ;  the  destruction  of  the  epiglottis,  apparently 
independently  of  the  ulceration  of  the  tongue,  is  in  favour  of  this  view.  (See  the  '  Transac- 
tions of  the  Tathological  Society,'  18G7.) 


Tdbercttlous  Disease  of  the  Tongue. 

Tuberculous  disease  of  the  tongue  is  uncommon ;  it  is  very  rare  as  a  primary 
affection,  beiug  usually  secondary  to  similar  disease  of  the  luugs  or  larynx.  The 
disease  may  manifest  itself  by  the  formation  of  nodules  or  fissures  iu  the  mucous 
membrane;  but  the  most  characteristic  lesion  is  the  tuberculous  ulcer.  This  most 
commonly  begins  gt  or  nearjhe  tip  of  the  tongue,  and  gradually  involves  the 
anterior  border  and  the  lidjacent  parts  of  the  upper  and  lower  surfaces.  The 
surface  of  the  ulcer  is  pale,  and  the  edge  sharply  defined,  but  not  usually  raised  ; 
there  is  rai'ely  much  induration  in  the  base  of  the  ulcer. 

1462.  The  anterior  part  of  a  tongue  removed  by  operation  for  tuberculous  ulcera- 
tion. The  tip  of  the  tongue  is  rounded  and  the  border  thickened.  The  ulcer  is 
extensive,  but  shallow ;  it  involves  the  tip  and  border  of  the  tongue  on  either 
side,  nearly  as  far  back  as  the  line  o£  the  section ;  from  the  border  the  ulcer 
extends  a  short  distance  on  to  the  dorsum,  more  extensively  on  the  right  side,  in 
which  situation  a  deep  fissure  runs  backwards  parallel  with  the  raphe  ;  on  the 
under  surface  the  ulceration  is  more  extensive  and  nearly  reaches  the  line  of 
section.  The  floor  of  the  ulcer  is  smooth  ;  its  edges  are  sinuous  and  well  defined, 
but  in  parts  distinctly  shelving.  lu  the  rest  of  the  specimen  the  mucous 
membrane  is  healthy.  6446 

Microscopic  Structure. — The  base  of  the  ulcer  consists  of  granulation-tissue  contahiing  numerous 
giant  cells,  but  no  distinct  tubercle-sy.stems  are  seen.  The  round-cell  infiltration  extends 
into  the  superficial  muscular  layers. 

From  a  man,  aged  62,  who  was  under  the  care  of  Mr.  Barker,  in  U.  C.  H.,  in  1889.  For  12 
months  he  had  suflered  from  troublesome  cough,  and  occasional  night-sweats.  Two  years 
before  admission  two  small  ulcers  appeared  under  the  tip  of  tlie  tongue,  but  healed  under 
medical  treatment.  Three  months  later  ulceration  again  occurred  in  the  same  position,  and, 
in  sjoile  of  cauterisation,  slowly  extended,  and  was  the  seat  of  much  pain.  Ou  admission 
tiie  patient  was  wasted  and  there  were  signs  of  consolidation  of  the  apex  of  the  right  lung. 
The  front  of  the  tongue  presented  a  thick  stunted  appearance,  and  was  the  seat  of  the  ulcer 
seen  in  the  specimen.  The  surface  of  the  ulcer  was  pale  and  its  edges  surrounded  by  a 
narrow  line  of  congestion.  There  was  no  elevation  of  temperature.  On  the  second  day  the 
anterior  half  of  the  tongue  was  excised  with  scissors.  Healing  was  complete  when  the 
patient  was  discharged  on  the  20th  day.   (Surg.  Eeg.  Eep.  1889,  p.  58.) 


Simple  Tumoues  of  the  Toxgub. 

Cysts.— 1.  Mucous  cysts  are  not  very  rare  ;  they  originate  in  the  mucous  glauds 
and  are  usually  of  small  size. 

2.  Dermoid  cysts  are  met  with  on  the  under  aspect  of  the  tongue,  usually,  but  not 
always,  in  the  middle  line.  These  cysts  usually  project  in  the  floor  of  the  mouth, 
and  externally  between  the  lower  jaw  and  the  hyoid  bone,  and  may  reach  such  a  size 
as  seriously  to  interfere  with  respiration  (1463,  1465.)  •       r  i 

3.  Cysts,  sometimes  congenital,  are  occasionally  met  with  in  the  region  of  the 
foramen  ctecum,  and  probably  arise  in  connection  with  the  upper  part  of  the  thyro- 
glossal  duct  (1466). 


SIMPLE  TUMOURS  OF  THE  TONGUE. 
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4  The  cysticercus  celluloste  and  the  ordinary  hydatid  cyst  have  in  rare  instances 

"Ll^'N.v'i  ^^^^  are  not  unco^.on     The  cavernons  variety  is  the 

most  common,  but  capillary  nsevi  sometimes  occur  (1468). 

iym^?.a«^.-o»m.-Circumscribed  lymphatic  naevi  occasiona  ly  occur  n  the  tong  e 
In  the  condition  known  as  macroglossia  the  enlargement  is  usually  the  ^^8^'^ 
of  an  increase  of  the  lymphatic  vessels  of  the  tongue,  often  associated  with  some 
enlarcrement  of  the  blood-vessels,  and  a  connective-tissue  overgrowth  (i4by;. 

Aclenoma  is  occasionally  met  with  arising  i.i  the  glands  of  the  mucous  membrane 
0470).  The  tumours  arising  at  the  posterior  part  of  the  tongue  in  the  position 
of  the  foramen  caecum,  to  which  the  name  adenoma  has  been  applied,  are  m 

^^Pam7rrm?^^  a  pedunculated  growth.    The  flat  papillomatous  patches 

sometimes  met  with  appear  to  result  from  a  chronic  inflammatory  overgrowth. 
Fibroits  and  Fatty  tumours  of  the  tongue  are  very  rare. 

1463.  An  ovoid  cyst,  measuring  4-5  cm.  in  its  longest  diameter.    The  wall  of  the 
cyst  is  thin,  and  its  contents  like  porridge. 

Microscopic  Structure.— The  wall  of  tlie  cyst  consists  of  connective  tissue,  lined  with  a  regular 
layer  of  stratified  epithelium.  There  is  no  attempt  at  the  formation  of  papilla,  and  the  skm- 
appendaeres  are  represented  only  by  small  sebaceous  glands. 

From  a  girl,  aged  17,  who  was  under  thecare  of  Mr.  Beck  in  U.  C.  H.  in  1889.  A  swelling 
in  the  floor  of  the  mouth  had  been  noticed  for  18  months  ;  it  had  steadily  increased  in  size 
and  rendered  the  voice  indistinct.  The  mucous  membrane  of  the  floor  of  the  mouth  was 
raised  over  the  cyst,  which  also  caused  a  rounded  swelling  externally  between  the  lower  jaw 
and  the  hyoid  bone.  The  cyst  was  removed  without  difficulty  through  a  median  incision 
in  the  floor  of  the  mouth.  (Surg.  Eeg.  Eep.  1889,  p.  21,  No.  1261,  and  Trans.  Path. 
Soc.  1890,  vol.  xli,  p.  280.) 

1464.  A  pyriform  cyst,  measuring  8  cm.  in  its  longest  diameter.    The  wall  of  the 
cyst  is  thin,  and  the  contents  Uke  porridge.  ^^581 

Microscopic  Structure. — The  cyst-wall  is  composed  of  wavy  fibrous  tissue  and  is  lined  witli  a 
layer  of  subcolumnar  or  almost  cubical  epithelium,  over  which  is  a  thick  layer  of  deeply-staining 
material  apparently  consisting  of  degenerated  epithelial  colls.  No  skin-appendages  were  seen 
in  the  section  examined. 

From  a  woman,  aged  20,  who  was  under  the  care  of  Mr.  Barker  in  TJ.  C.  H.  in  1890.  For 
9  years  she  had  noticed  a  swelling  below  the  left  side  of  the  lower  jaw,  which  caused  no  pain  or 
other  symptoms.  The  cyst  formed  a  soft  tumour  in  the  left  submaxillary  region,  but  only 
bulged  into  the  floor  of  the  mouth  when  pressed  upwards  from  below.  It  was  removed  through 
a  median  submental  incision.  (Surg.  Eeg.  Eep.  1890,  p.  23,  No.  1528,  and  Clin.  Soc.  Trans. 
1891,  vol.  xxiv,  p.  69.) 


1465.  A  large,  thin-walled,  ovoid  cyst,  measuring  15  cm.  in  its  longest  diameter. 
The  contents  have  been  removed  and  the  cyst  distended  with  cotton-wool.  6486 

Microfcopic  Structure. — The  cyst  is  lined  with  a  stratified  layer  of  epithelium,  the  deepest 
cells  of  which  are  columnar.  The  contents  consisted  of  epithelium,  fat,  and  cholesterin,  but 
no  hairs  could  be  found. 

From  a  negro,  aged  35,  who  was  admitted  into  the  Jamsetjee  Jejehhoy  Hospital,  Bombaj-, 
xinder  the  care  of  Dr.  Wellington  Gray,  on  Dec.  10,  1886,  suffering  from  a  large  tumour  of 
the  tongue,  said  to  be  of  2  years'  duration.  The  tumour,  which  began  as  a  small  nodule 
under  the  tongue,  protruded  from  the  patient's  mouth,  completely  filling  the  space  between 
the  jaws  and  displacing  the  incisor  teeth.  The  tumour  also  caused  a  swelling  in  the  neck 
an  low  as  the  thyroid  cartilage.  It  was  soft  and  fluctuating,  and  its  exposed  surfaces  dry  and 
fissured.  The  tongue  was  stretched  over  the  upper  surface  of  the  tumour.  The  patient's 
voice  was  ouly  an  indistinct  mumble  and  only  fluid  food  could  be  taken.  The  general  health 
was  good.  Through  an  incision  on  the  under  surface  of  the  projecting  tumour  40  ounces  of 
sebaceous  matter  were  evacuated  and  the  whole  cyst  was  drawn  out  with  only  slight  bleeding. 
The  chief  point  of  attachment  was  at  the  hyoid  bone.  The  cavity  rapidly  closed  and  the 
tongue  resumed  its  ordinary  appearance.  The  patient  was  discharged  on  Jan.  20,  1887. 
Much  deformity  of  tlie  jaws  remained,  but  the  speech  was  clear.  (See  Mr.  Barker's  cases  of 
Dermoid  Cyst  in  connection  with  the  Tongue,  Clin.  Soc.  Trans.  1891,  vol.  x.\iv,  p.  70.) 
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1466.  The  tongue,  larynx,  and  part  of  the  trachea  of  a  child,  in  sagittal  section 
Ocrupying  the  extreme  posterior  part;  of  the  tongue  and  placed  exactly  in  the 
middle  line  is  a  cyst  which  projects  on  the  surface  as  a  smooth  hemispherical 
swelling  about  1-5  cm.  in  diameter.  The  postero-inferior  surface  of  the  cyst  lies 
in  contact  xyith  the  anterior  surface  of  the  epiglottis,  the  latter  being  so  much 
pushed  backwards  as  nearly  to  occlude  the  upper  aperture  of  the  larynx.  The 
anterior  border  of  the  cyst  lies  immediately  behind  the  circum vallate  papiUse  and 
no  indication  of  the  foramen  coecum  exists.  Ju  the  deep  aspect  of  the  cyst  is  a 
small  depression  which  is  the  orifice  of  a  short  canal  in  the  substance  of  the 
tongue.    The  cyst  contained  mucus.  8O43 

MicTo^copio  Structure.-'Sh^  ojst  is  lined  with  a  thin  layer  of  stratified  ppithelium,  between 
which  and  the  muscular  tissue  of  the  tongue  is  a  layer  of  fibrous  tissue  forming  a  definite  oyst- 
■svall.  In  the  muscular  substance  around  the  cyst  are  the  large  and  deeply-placed  mucous 
glands  which  are  naturally  present  in  the  part. 

_  Froin  a  male  child,  aged  4  months,  in  whom  there  had  boen  some  difficulty  in  breathing 
since  birth,  which  increased  until  there  was  stridor  with  marked  recession  of  the  chest.  With 
a  finger  in  the  mouth  a  smooth  elastic  swelling  could  be  felt  at  the  back  of  the  tongue. 
Tracheotomy  was  performed,  and  the  child  died  a  week  later.  (Trans.  Path.  Soc.  1899, 
vol.  1,  p.  C)2.) 

1467.  The  right  half  of  a  tongue  removed  by  operation,  injected  through  the  right 
lingual  artery  and  divided  sagittally.  The  injected  vessel,  which  in  the  first  part 
of  its  course  has  been  displayed  by  the  removal  of  some  of  the  muscular 
substance,  is  thin  and  very  tortuous  and  has  a  diameter  of  5  mm.  Throughout 
the  divided  surface  are  cross-sections  of  injected  branches  of  the  lingual  artery. 
In  some  places  these  cross-sections  are  arranged  in  series,  suggesting  the  repeated 
division  of  one  tortuous  vessel.  The  injected  ve.ssels  are  especially  abundant 
beneath  the  mucous  membrane,  on  the  surlace  of  which  the  injected  papillsB  are 
clearly  seen.  8248 

Microscojno  Structure. — The  wall  of  the  enlarged  right  lingual  artery  has  a  normal  structure 
with  well-defined  elastic  lamina.  Throughout  tlie  muscular  substance  of  the  tongue  the 
arteries  and  capillaries  are  very  numerous  aud  large,  the  latter  being  present  in  considerable 
numbers  among  the  muscular  fibres.  Beneath  the  mucous  membrane  there  is  an  abundant 
plexus  of  dilated  capillaries,  from  which  loops  extend  into  the  papilla;. 

From  a  man,  aged  34,  in  whom  a  swelling  of  the  right  half  of  the  tongue  was  first  noticed 
at  the  age  of  8  or  9  years.  It  was  attended  with  occasional  hiemorrhag?,  and  during  the  two 
years  before  the  patient  was  admitted  into  U.  C.  H.  the  swelling  had  increased,  and  the 
hremorrhage  became  so  profuse  as  to  cause  intense  anaimia.  The  right  half  of  the  tongue 
was  involved  in  a  soft  swelling,  the  surface  of  which  was  smooth  and  scar-like,  except  at  the 
centre,  where  there  was  a  group  of  large  papillae  from  which  the  bajmorrhage  occurred. 
On  May  18,  1899,  the  right  half  of  the  tongue  was  removed  with  scissors  by  Mr.  Barker,  the 
lingual  artery  being  tied  in  the  mouth.  On  July  18  it  was  noted  that  the  patient  had  com- 
pletely recovered  from  the  anajuiia.    (Mr.  Barker's  Case-hooks.  1899,  vol.  i,  p.  134.) 

1468.  The  anterior  part  of  a  tongue  in  sagittal  section.  The  extremity  is  rounded, 
and  in  nearly  the  whole  of  its  extent  the  mucous  membrane  is  boset  with 
enlarged  papillae,  which  are  most  marked  close  to  the  frsonum  on  the  right 
side  of  the  middle  hne.  On  the  surface  of  the  section  the  superficial  part  of 
the  muscular  tissue  presents  a  very  fine  spongy  structure.  8396 

Microscopic  Structure.— The  superCcial  part  of  the  muscular  tissue  is  the  seat  of  a  cavernous 
angioma,  many  of  the  spaces  af  which  contain  blood,  the  innscidar  fibres  forming  scattered 
bundles  widely  separated  by  the  cavernous  spaces.  In  some  parts  thin-walled  blood-spaces 
extend  up  into  the  enlarged  papill.TB,  aud  there  are  cxtravasiitions  of  blood  info  the  most 
superficial  part  of  the  mucous  membrane.  The  extremities  of  some  of  the  papilla-  arc  globular 
and  appear  to  be  distended  by  a  serous  or  fibrinous  exudation. 

From  a  girl,  aged  16,  in  whom  enlargement  of  the  tongtie  had  been  noticed  eince  birth. 
At  the  age  of  3  years  a  V-shaped  piece  of  the  front  of  the  tongue  was  removed  by  Mr.  Barker; 
enlarged  lymphatic  spaces  were  demonstrated  in  the  part  of  the  tongue  that  was  removed. 
At  the  ago  of  16  the  anterior  third  of  the  tongue  was  thick  aud  fleshy,  and  at  the  tip  tliere 
was  an  irregular  ptirplish  n.xvoid  growth  which  bled  slightly,  and  also  a  firm  oval  swelling  in 
the  substance  of  the  posterior  part  of  the  tongue.  The  anterior  half  of  the  tongue  was 
snrccssfuUv  removed.  (Surg.  Reg.  Rep.  1887,  p.  42,  No.  499,  and  Mr.  Bai-ker  s  C«sc- W.-s, 
•      1900,  vol.  I,  p.  112.) 
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1469  The  greater  part  of  a  tongue,  removed  by  operation  in  a  case  of  macro- 
glossia.  The  dorsal  surface  of  the  tongue  is  regular  and  is  beset  with  closely  packed 
rounded  papillary  projections,  largest  at  the  anterior  part,  where  some  uf  them 
have  a  diameter  of  about  1  mm.  The  surface  is  partly  subdivided  by  irregular 
branching  clefts.  The  under  surface  of  the  tip  of  the  tongue  is  more  nodular 
and  its  surface  covered  with  very  fine  papilla;.  There  is  a  deep  vertical  fissure 
across  the  tip  of  the  tongue.  A  section  into  the  tongue  displays  nothing  abnormal, 
except  some  thickening  of  the  mucous  membrane.  5818 

Microscopic  Structure. — The  muscular  substance  presents  a  large  excess  of  fibrous  tissue 
between  the  fasciculi,  and  around  the  sinaU  blood-vessela  tlaere  is  a  round-cell  infiltration. 
There  is  no  recognisable  dilatation  of  lymphalic  vessels.    The  papilhe  are  enlarged. 

From  a  boy,  aged  14,  who  was  admitted  into  U.  0.  H.,  under  the  oare  of  Mr.  Heath,  on 
May  31,  1882.  He  was  idiotic  and  his  speech  was  unintelligible;  the  hands  were  broad  and 
short,  and  the  second  and  third  toes  of  each  foot  webLed  ;  the  mouth  was  kept  habitually  widely 
cpen,  with  the  tongue  protruding,  but  the  latter  could  be  retracted  behind  the  teeth  ;  there  was 
some  enlargement  of  the  subniasillary  lymphatic  glands.  The  part  of  the  tongue  preserved  in. 
the  specinien  was  .successfully  removed  by  a  V-ahaped  incision  with  scissors,  the  sides  of  the  V 
being  drawn  together  with  silk  sutures.    (Mr.  Heath's  Casc-buoJcs,  1882,  vol.  i,  p.  220.) 

X470.  ^  small  calcareous  nodule  removed  from  the  under  surface  of  the  front  of 
the  tongue,  together  vs^ith  drawings  illustrating  the  structure  of  the  soft  growth 
in  which  the  nodule  lay.  641 1 

Microscopic  SiructwK. — The  soft  growth  was  composed  of  cellular  tissue,  the  cells  being 
spindle-shaped  or  round,  and  irregularly  shaped  acini  lined  with  cubical  epithelium.  Some- 
of  the  acini  were  dilated  into  small  cysts  containing  a  brownish  almost  structureless  material. 
From  a  woman^  aged  24,  who  had  noticed  a  tumour  on  the  under  surface  of  the  left  side  of 
the  tongue  near  the  tip  for  5  wetks.  In  this  situation  there  was  a  grey  slough  as  large  as 
shilling,  over  a  hard  lump,  which  also  formed  a  slight  projection  on  the  upper  surface  of  the 
tongue.  The  swelling  was  punctured  with  a  trochar  and  the  calcareous  nodule  detected.  The- 
latter  was  removed  with  sinus-forceps  and  was  at  first  thought  to  be  a  foreign  body.  The- 
wound  remained  open,  and  a  few  weeks  later  a  scraping  from  it  was  raicroscoped  and  found  ta 
present  the  structure  of  a  tumour.  The  whole  growth  was  therefore  removed  with  scissors; 
av4  the  wound  readily  healed.    (See  Godlee,  Trans.  Path.  Soc.  1887,  vol.  xxxviii,  p.  34G.) 


MaLIGXAKT  TuMOUKS  OiF  THE  To?rG,UB. 

Cavcinoma  of  the  tongue  is  extremely  common  and  is  always  of  the  squamous- 
cell  variety.  It  originates  superficially,  often  in  an  ulcer,  fissure,  or  scar  in  the- 
uaucous  membrane,  or  as  a  sequel  of  chronic  superficial  glossitis  (1458,  1477). 
The  tumour  usually  ulcerates  early  and  presents  the  features  common  to  carci- 
nomatous idcers  in  other  situations,  but  sometimes  it  assumes  a  more  warty  form  of 
slower  growth  (1472).  A  section  through  a  carcinoma  of  a  tongue  shows  the  opaque- 
white  growth  invading  the  muscular  substance,  and  from  the  tongue  itself  the  disease- 
gradually  spreads  to  the  floor  of  the  mouth,  the  lower  jaw,  the  fauces,  or  the  wall 
of  the  pharynx.  By  this  extension  the  mobility  of  the  tongue  is  interfered  with.. 
The  favourite  seat  of  carcinoma  of  the  tongue  is  the  lateral  border  at  or  behind  tha 
xniddle  (1471),  but  any  part  of  the  surface  may  be  affected,  and  the  growth  not 
uncommonly  begins  on  the  dorsum  (1475),  in  the  neighbourhood  of  the  frsnum 
(1482)  or  at  the  extreme  posterior  part  of  the  tongue.  Secondary  deposits  in 
the  lymphatic  glands  occur  early ;.  the  exact  position  of  the  infected  glands  varies 
with  that  of  the  primary  growth,  but  the  glands-  most  commonly  involved  are  those- 
lying  over  the  bifurcation  of  the  carotid  artery. 

In  several  of  the  older  specimens  in  the  Museum  the-  operation  for  the  removal 
of  a  part  or  the  whole  of  the  tongue  was  performed  by  the  ccraseur,  but  at  the 
present  time  the  tongue  is  usually  excised,  fr.om  within  the  mouth  with  scissors  or 
through  an  incision  below  the  jaw,  the  lymphatic  glands  being  at  the  same  time  freelv 
i;emoved. 

Sarcoma  of  the  tongue  is  rare  (1487). 
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1471.  A  tongue  removed  by  the  ecraseur  behind  the  circumvaUiile  papillic.  Ou  its 
left  side  IS  a  deep  carciuomatoas  ulcer  reachiug  almost  from  tiie  raphe  to  the 
reflexion  of  the  mucous  membrane  ou  the  outer  side,  and  from  the  circumvallate 
papdla)  forwards  for  a  distance  of  4  cm.  On  the  inner  side  the  edge  of  this  ulcer 
18  deeply  undermined  ;  posteriorly  it  is  thick  and  everted,  but  is  everywhere  very 
irregular.  The  surface  of  the  excavation  is  also  very  uneven,  the  disease  having 
extended  much  more  deeply  in  some  situations  than  in  others.  5346 

?m '®"v  "^'^^  ^^"^  admitted  into  U.  C.  H.,  under  tlie  care  of  Sir  J.  Ericbsen,  in  June 
18/0.  Die  disease  was  first  noticed  about  Obristinas  1800,  as  a  small  pimple  on  the  middle  of 
tbe  left  border  of  tlie  tongue,  wbich  became  painful,  and  about  Aijril  l87U  began  to  ulcerate. 
The  stumps  of  two  teelh  on  this  side  were  then  extracted.  Tbe  ulceration,  however,  progressed, 
and  frequent  luDmorrliages  took  place.  On  admission,  the  ulcer  was  about  three- quarters  of 
an  inch  in  diameter,  with  irregular  raised  edges  and  inflamed  base,  covered  with  a  yellowisli 
purulent  layer  )  the  surrounding  tissues  were  much  indurated.  There  was  no  enlargement  of 
the  glands  in  the  neck.  Tbe  tongue  was  removed  by  means  of  the  ecraseur  ;  but  owing  to  the 
Boltuessof  the  tissues  at  its  base  the  division  occurred  too  rapidly,  and  both  the  lingual  arterii-s 
bled  freely.  The  patient  recovered  ;  but  the  disease  returned,  and  bo  died  about  twelve  weeks 
after  the  operation. 

1472.  A  tongue  removed  by  operation  for  au  extensive  carcinoma  of  the  left  half. 
The  growth  involves  nearly  the  whole  of  the  left  border  of  the  tongue  and  thence 
extends  on  to  the  dorsum  as  far  as  midway  between  the  middle  line  and  the  right 
border.  The  general  surface  of  the  growth  is  raised  and  in  a  considerable  part  of 
its  extent  deeply  ulcerated  and  covered  with  small,  irregular,  rounded  prominences. 
Around  the  right  margin  of  the  growth  where  it  overhangs  the  surrounding 
mucous  membrane  the  surface  is  not  ulcerated,  but  presents  a  peculiar  honey- 
combed or  papillary  appearance.  The  front  part  of  the  tongue  beyond  the  limits 
of  the  tumour  presents  considerable  enlargement  of  its  papillae,  but  farther  Lack 
the  surface  i'j  smooth  and  the  papillae  are  atrophied. 

There  is  no  history  to  the  specimen. 

1473.  The  left  half  of  a  tongue,  removed  by  operation  for  a  small  carcinoma  of  the 
left  border  near  the  tip.  The  growth  forms  an  irregularly  roun  led  ulcer  l-o  cm. 
in  diameter,  vvith  a  sliglitly  depressed  nodular  surface  and  well-defined  margin. 
The  mucous  membrane  of  the  tongue  is  irregular  and  thickened,  and  the  papillie 
are  ati'ophied.  727'i 

From  a  man,  aged  65,  who  was  under  the  care  of  Mr.  Barker  in  TJ.  C.  H.  in  1894.  The 
disease  had  been  noticed  for  one  month.  There  was  no  glandular  enlargement.  The  left  half 
of  the  tongue  was  successfully  removed  with  scissors.    (Surg.  Eeg.  Kep.  1894,  p.  38,  No.  2243/) 

1474.  A  tongue,  together  with  the  sublingual  salivary  gland  of  the  left  side,  removed 
by  operation  for  carcinoma  of  the  dorsum.  The  growth,  which  forms  an  ulcer 
1  cm.  in  diameter,  is  situated  on  the  left  half  of  the  tongue  ni^arly  2  cm.  behind 
the  tip.  The  surface  of  the  nicer  is  slightly  excavated  and  the  margin,  especially 
intirnally,  rounded  and  thickened.  The  ulcer  is  surrounded  by  a  narrow  zone  of 
infiltrated  mucous  membrane  in  which  the  papillas,  which  are  normal  in  other 
parts,  are  not  recognisable.  7435 

1475.  A  tongue  removed  by  operation  for  carcinoma  of  the  dorsum.  The  growth 
forms  an  irregular  ulcer  which  reaches  from  the  right  border  to  beyond  the  middle 
lino  and  from  near  the  tip  in  front  backwards  for  nearly  4  cm.  The  ulcer  is 
deeply  hollowed  in  its  central  part  and  its  margin  is  flush  with  the  surrounding 
surface,  except  at  the  right  border  of  the  tongue,  where  it  is  raised.  Over  the 
anterior  two-thirds  of  the  remaining  surface  of  the  tongue  the  mucous  membrane 
is  thickened  and  the  papilla)  are  atrophied.  6303 

From  a  man,  aged  54,  who  was  under  the  care  of  Mr.  Heath,  in  U.  C.  H.,  iu  July  1887.  An 
excoriation  on  the  dorsum  of  the  tongue,  attributed  to  the  irritation  of  a  tobacco-pipe,  was 
noticed  4  months  before  admissioa.  There  were  enlarged  glands  in  the  neck,  llie  tongue 
was  removed  with  scissors  from  within  tbe  mouth.  The  patient  was  sent  \o  a  convalescent 
home  on  the  17th  day,  and  died  a  fortnight  later ;  cause  of  death  not  stated,  (fsurg.  Iteg. 
Eep.  1887,  p.  45,  No.  1427.) 
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cahcisoma.  of  the  tongue. 

WW^ra  ^eep  tranT^erse  by  a' layer  of  new  gi-o.-th  nearly 

\"tn  in  thicSss     The  growth  invades  the  muscular  substance  oi  the  tongue 
and  presents  in  section  an  opaque  granular  appearance. 

'^'T'^'f^Z^^^^  Sit  jrL::rn~Msylu.,  come.  Hatch. 
From  a  "'^n'  ^S^d       ^      J.     g^ffe^ing  from  mania.    The  growth  in  the  tongue  was 

emaciated,  and  died  on  May  8,  1891). 

1477  The  anterior  two-thirds  of  a  tongue  removed  obliquely  so  as  to  include  more 
^  ot  the  ri-ht  than  of  the  left  side.    On  the  right  border  is  a  carcinomatous  growth 
which  extends  from  the  tip  backwards  nearly  to  the  hue  of  section  ;  the  growth 
encroachron  the  dorsum  and  extends  downwards  to  the  floor  of  the  mouth.  The 
central  part  of  the  tumour  is  deeply  and  irregularly  excavated,  so  as  to  cause  a 
considerable  loss  of  substance  in  the  side  of  the  tongue.    Around  the  excavation 
the  growth  presents  a  raised  coarsely  warty  or  nodular  border,  which,  especially 
in  front,  considerably  overhangs  the  surrounding  mucous  surface.   The  remaining 
part  of  the  anterior  third  of  the  tongue  and  the  part  of  the  left  border  preserved 
in  the  specimen  presents  an  extremely  dense  rugged  surface,  as  if  resulting  from  a 
great  thickening  of  the  epithelium.    This  surface  contrasts  strongly  with,  and  is 
sharply  marked  off  from,  the  rest  of  the  dorsum,  over  which  the  filiform  papillae 
are  hypertrophied,  so  as  to  produce  a  coarse  velvety  surface  on  which  a  few  enlarged 
fungiform  papillte  are  seen.  ' 
Microscopic  Structure.— A.  section  of  the  surface  of  the  left  half  of  tlie  tongue  shows  atrophy 
of  the  papillary  layer  with  a  great  heaping  up  of  the  superficial  epithelium.    Between  the 
papillary  layer  and  the  muscular  substance  is  a  thick  fibrous  layer  containing  comparatively 
lew  cell -elements.    A  section  of  the  edge  of  the  ulcer  on  the  right  border  of  the  tongue  presents 
the  typical  structure  of  squamous-cell  carcinoma. 

The  tongue  was  removed  by  Mr.  Heath  from  a  man  who  had  been  under  treatment  9  years 
previously  for  syphilis  of  the  tongue. 

1478.  The  anterior  three-fourths  of  a  tongue,  removed  by  operation.  In  its  left 
half  the  dorsum  presents  anteriorly  an  irregularly  nodular,  slightly  raised  surface, 
which  passes  imperceptibly  into  a  smooth  ulcerated  surface  along  the  left  border, 
and  a  similar  but  nodular  surface  on  the  under  aspect.  In  its  central  part  the 
papillse  of  the  dorsum  are  slightly  hypertrophied  so  as  to  render  the  surface 
uuusually  velvety.  Along  the  right  border  the  mucous  surface  is  thickened  and 
irregularly  wrinkled,  and  at  about  the  middle  presents  a  smooth  ulcerated  nodular 
projection.  7251 

Microscopic  Structure. — Sections  of  the  growth  from  both  sides  of  the  tongue  present  the 
structure  of  squamous-cell  carcinoma. 

1479»  The  left  half  of  a  tongue,  removed  by  operation  for  carcinoma.  The  growth 
iuvolves  the  posterior  part  of  the  border,  and  forms  an  irregular  ulcer  having  an 
aniero-posterior  measurement  of  nearly  4  cm.  The  central  part  of  the  ulcer  is 
deeply  excavated  and  the  anterior  part  forms  a  deep  horizontal  lissure.  The  edges 
of  the  ulcer  are  thickened  and  rounded  but  not  everted.  7ii47 


From 
1894 


a  man,  aged  41,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Mr.  Heath,  July  11, 
4.  Tl>e  disease  of  the  tongue  was  of  (i  months'  duration  and  commenced  as  a  small  lump  ; 
tliore  was  an  enlarged  gland  below  the  angle  of  the  jaw  on  the  left  side.  On  July  18,  the  left 
h.-df  of  the  tongue  was  removed  with  the  scissors  and  oijrascur.  Discharged  on  August  2. 
(Mr.  Heath's  Case-books,  18J4,  vol.  iii,  p.  355.) 

1480.  A  tongue,  removed  by  operation  for  carcinoma  and  divided  sagittally.  The 
growth  infiltrates  the  whole  thickness  of  the  posterior  part  of  the  tongue  for  a 
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distance  of  nearly  4  cm.,  completely  replacing  the  muscular  substance.  The  mucous 
membrane  covering  the  growth  at  the  extreme  base  of  the  tongue  it  ulcerated 
The  cut  .surface  ot  the  growth  has  a  dense  opaque  appearance,  and  in  the  ceu  ral 
part  IS  marked  by  intersecting  bands  of  white  fibrous  tissue.  7271 

•       "^'To!  '^ri^  T"^       '"''r  T  "'^"''/'"^  '"^^  ""'l'^'-  "'e  care  of  Mr.  Heatl,  on  Oct 

if  the  ^in.t  wlurir^'a"  TT?      'Tf^'  "-^    '-"^  '"-P        furrow  at  the  bak 

sali nui.  n  "  On      .  H        r  'T''^"'^       'yV^'^^^^^'-    'J-'l'^re  w^s  no  pain,  but  profuse 

salu  Uion     On  admission  the  patient  was  emaciated.    The  extreme  base  of  the  tonffuo  wn« 
n.volved  by  a  hard  growt.h,  slightly  nloerated  in  the  middle  line.    Tiiere  was  L  enlS  1,^^^ 
Sv.S  o   '  r  '  stenio-mastoid.   Tiie  whole  tongue  was  removed,  back  to  t^.e  3 
Sy mes  operation     Deatli  occun-ed  from  collapse  5  hours  after  the  operation    an  exL  dou 
^89  J^Tg  No?  22?]°)""^  ''''        ^'^'^  b-'^  incompletely  remoL.    (S^r^  Ke^  E^p! 

1481.  A  tongue,  together  with  a  large  ulcerated  carcinoma  involving  ifs  under 
sur  ace  arid  the  adjacent  part  of  the  floor  of  the  mouth,  and  the  submaxillarv  and 
sublingual  salivary  glands,  and  several  diseased  lymphatic  glands  of  the  ri<rht  side 
Ihe  iilcerated  growth  extended  from  the  canine  tooth  on  the  left  sicfe  to  the 
second  molar  tooth  on  the  right  side  ;  its  surface  is  irregular  and  nodular.  The 
salivary  glands  are  invaded  by  the  growth  as  well  as  the  lymphatic  glands  preserved 
in  the  specimen.    The  dorsal  surface  of  the  tongue  is  unusually  velvety.  7567 
From  a  man,  aged  58,  who  was  under  the  care  of  Mr.  Horsley,  in  U.  C.  H.,  in  1896.  The 
disease  of  the  tongue  had  been  noticed  for  8  months.    The  parts  preserved  in  the  specimen 
were  successfully  removed  by  Kochei-'s  operation.    (Surg.  Reg.  Rep.  1896,  p.  02,  No.  918.) 

1462.  The  anterior  two-thirds  of  a  tongue,  together  with  the  anterior  part  of  the 
floor  of  the  mouth  and  the  sublingual  salivary  glands.    Involving  the  adjacent 

.  parts  of  the  under  surface  of  the  right  side  of  the  tongue  and  floor  of  the  mouth, 
and  extending  slightly  beyond  the  middle  hne,  is  an  ulcerated  carcinoma  having  a 
transverse  measurement  of  2  5  cm.  The  edges  of  the  ulcer  are  well-deflned  and 
l-aised,  and  the  surface  is  nodular  and  deeply  grooved  transversely  in  the  sulcus 
between  the  tongue  and  the  floor  of  the  moiith.  The  other  parts'  of  the  tongue 
are  normal.  6145 

The  parts  were  removed  by  operation  from  a  man,  aged  35,  under  the  care  of  Mr.  Barker,  in 
1885.    The  growth  had  been  noticed  for  7  weeks  ;  there  was  no  glandular  enlargement. 

1483.  The  anterior  two-thirds  of  a  tongue,  together  with  the  central  3-5  cm.  of  the 
lower  jaw  and  the  intervening  part  of  the  floor  of  the  mouth,  removed  by  operation 
for  carcinoma.  The  latter  forms  a  large  ulcer  involving  the  under  surface  of  the 
tongue  as  far  forward  as  the  lip,  the  corresponding  part  of  the  floor  of  the 
mouth,  and  the  posterior  aspect  of  the  lower  jaw  and  gum  in  the  incisor  region. 
The  margius  of  the  ulcer  are  v\  ell-defined  and  sharply  raised,  and  the  surface  is 
irregularly  nodular.  The  dorsal  surface  of  the  tongue  is  normal,  and  the  sawn 
surface  of  the  jaw  on  each  side  presents  a  healthy  appearance.  6272 

From  a  man,  aged  51,  who  was  under  (he  care  of  Mr.  Heath,  in  TJ.  C.  PI.,  in  1887.  A  soro 
under  the  front  part  of  the  tongue  was  fir.st  uoticjd  about  3  months  before  admission : 
it  bad  been  treated  medicinally  and  with  the  cautery.  On  March  16  the  parts  preserved  in 
the  specimen  were  removed  by  operation,  the  division  of  the  tongue  being  effected  with  the 
ecraseur.  On  April  3  the  temperature  rose  and  patient  complained  of  pain  in  his  chin  and 
cheeks;  on  April  4  there  was  a  typical  erysipelatous  rash  on  the  chin  and  right  cheek. 
Discharged,  relieved,  on  April  18.    (tiurg.  Eeg.  Rep.  1887,  p.  43,  No.  687.) 

■1484.  Portion  of  the  anterior  part  of  a  lower  jaw,  corresponding  in  extent  with  the 
incisor  and  canine  and  the  first  left  bicuspid  teeth,  together  with  the  front  part  of 
the  tongue  and  portions  of  the  sublingual  glands,  the  parts  having  been  removed 
for  carcinoma  affecting  the  lower  part  of  the  tongue  and  infiltrating  the  soft  parts 
lying  in  the  space  behind  the  middle  ])orlion  of  the  jaw.  The  disease  is  confined 
to  the  under  part  of  the  tongue  and  adjoining  portion  of  the  floor  of  the  mouth. 
The  patient,  a  shoemaker,  aged  52,  was  admitted  into  U.  0.  II.,  under  Mr.  Heath's  care,  ia 
September  1875.    In  January  1874  he  noticed  that  one  of  th.e  glands  beneath  the  jaw,  on  the 


cahcixoma  op  the  tongue.  1 1  ^ 

ric^ht  side,  was  swollen  and  painful.    Soon  after  this  he  noticed  a  sore  place  "f  ^r  the  tongue 
on  the  lefi  side,  which  healeil ;  but  the  gland  muaining  «"1--S^'?,^"tnt^  £4  t^.e  da 
Leamiuffton  Hospital,  wl.ere  iodine  was  applied  with  benefit.    In  September  18/4  tlie  giana 
b^^n^h  the  jaw  igai,;  swelled  and  suppurJated,  and  about  this  time  the  patient  observed  hat 
he  had  slight  difficulty  in  articulation.    In  August  1875  he  went  to  he  Coventry  Hosp  a 
,vhere  he  wL  advised  to  have  his  tongue  excised,  which  he  refused.  He  afterwards  was  adm  tted 
into  St.  Barth,.loinew's  Ho.-pital,  where  a  portion  of  the  tongue  was  removed  by  Mr.  Holrien 
with  considerable  relief.  When  admitted  into  U.  0.  H.  the  patient  complained  ot  considerable 
pain  in  the  lower  jaw,  and  of  great  tenderness  and  pain  in  the  occipital  region  ;  on  the  rigbt 
side  beneath  the  jaw  there  was  a  hard  gland,  and  on  the  left  side  a  mass  ot  glands  hard  and 
tender  to  the  touch.    The  parts  preserved  in  the  specimen  were  removed  alter  division  ot  tue 
lower  lip,  the  section  of  the  tongue  being  effe.'ted  with  the  galvanic  ecraseur 

When  the  patient  was  discharged,  November  (1,  1875,  the  wounds  of  the  soft  parts  had 
healed  but  the  iaw  was  nut  united  ;  no  recurrence  had  at  that  tune  occurred,  bequestra 
came  away  from  the  lower  jaw,  which  then  united  at  an  acute  angle,  the  patient  recovering 
in  a  remarkable  manner  the  power  of  swallowing  and  .speaking. 

The  patient  remained  free  from  recurrence,  and  died  in  January  l&M.  (  Lancet,  IbyJ, 
vol.  i,  p.  1354.) 

1485.  The  anterior  two-thirds  of  a  tongue,  together  with  the  chin,  central  part  of  the 
lower  lip,  part  of  the  lower  jaw,  and  the  floor  of  the  mouth,  removed  by  operation 
for  a  very  extensive  carcinoma.  The  growth  forms  a  large,  irregular,  ulcerated 
cavity  involving  the  under  surface  of  the  tongue,  the  floor  of  the  mouth,  and  the 
central  portion  of  the  lower  jaw.  The  incisor  portion  of  the  latter  is  almost 
completely  destroyed  by  the  growth,  which  has  extended  forward  into  the  soft 
parts  of  the  chin.  6592 

There  is  no  history  to  the  specijien. 


1486.  A  tongue,  a  considerable  part  of  the  left  half  of  which  had  been  removed  for 
carcinoma  18  months  before  death.  At  the  centre  of  the  left  border  of  the  iongue 
is  a  scar  resulting  from  the  healing  of  the  wound  and  producing  a  shallow  notch, 
from  which  several  sulci  radia.te  into  the  mucous  membrane.  The  tip  of  the  tongue 
is  drawn  considerably  to  the  left.  There  is  no  evidence  of  recurrence  of  the 
disease. 

From  a  man,  aged  67,  the  left  part  of  whose  tongue  had  been  removed  for  carcinoma  in  May 
1873.  During  the  operation,  which  was  performed  with  the  galvanic  ecraseur  and  scissors,  a 
large  amount  of  blood  was  drawn  into  the  trachea  ;  laryngotomy  was  performed,  and  the 
blood  sucked  from  the  chest.  In  December  1874  there  was  no  evidence  of  recurrence  in  the 
mouth  or  in  the  neck  ;  on  the  fourth  toe  of  the  right  foot  there  was  a  carcinoma  of  the  skin 
which  had  been  noticed  for  4  months  ;  there  was  an  enlarged  gland  in  the  right  groin  and 
on  the  right  side  of  the  chest  a  large  tumour  projected  in  the  mammary  region.  At  the  post 
mortem  examination  it  was  found  that  the  tumour  of  the  chest  was  the  prolongation  forwards 
of  a  large  mass  in  the  substance  of  the  right  lung  ;  there  were  large  masses  of  growth  in  ihe 
glands  of  the  anterior  and  posterior  mediastina,  a  number  of  nodules  in  the  pericardium,  and 
two  or  three  nodules  in  the  left  lung.  The  growth  on  the  toe  is  preserved  among  the  tumours 
of  the  akin.    (Qodlee,  T  rans.  I*ath.  Soc.  18j6,  vol.  xxvii,  p.  253.) 

1487.  A  tongue,  removed  by  operation  for  sarcoma.  The  whole  tongue  appears  to 
be  infiltrated  with  a  soft  growth  in  which  all  trace  of  the  muscular  substance  is 
lost  on  the  surface  of  the  section,  except  at  the  lower  part.  On  the  surface  of 
the  tongue  the  growth  forms  a  rounded  prominent  projection  at  the  middle  of  the 
right  border,  while  in  all  other  parts  the  surface  is  friable  and  irregular,  and 
presents  no  normal  mucous  membrane. 

Microscopic  Structure.— The  tumour  presents  the  structure  of  a  sarcoma  which  has  been  very 
extensively  broken  down  by  hasmorrhage  and  altered  by  inflammation.  The  cell-elements  are 
mostly  large  and  rounded,  but  some  are  oval  or  even  spindle-shaped.  The  biood-spaces  are 
very  abundaut.  and  take  the  form  of  wide  capillaries,  many  of  which  are  bounded  onlv  bv 
large  rounded  cells.  •' 

The  tonjfue  was  removed  from  a  woman  by  Mr.  Heath  with  the  galvanic  (Scraseur  The 
patient  did  well,  and  was  in  good  health  3  years  after  the  operation. 
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DISEASES  OF  THE  SALIVARY  GLANDS. 

iNFLAMMATIOIf  OF  TUB  SaLIYAEY  GlaNDS. 

Inflaaimation  of  the  Salivary  Glands,  most  commonly  the  parotid,  forms  the 
characteristic  phenomenon  of  mumps. 

Inflanimation  of  the  ghinds  may  also  result  from  the  presence  of  calculi  or  foreign 
bodies  in  the  ducts  (14y2,),  or  from  the  direct  extension  of  inflammatory  processes 
from  the  mouth.  _  The  condition  of  the  mouth  is  probably  the  most  important 
cause  ot  the  parotitis  which  is  met  with  as  a  complication  of  abdominal  operations 
and  diseases.  Acute  parotitis,  often  ending  in  suppuration  (parotid  bubo),  may 
occur  as  a  complication  of  acute  infective  diseases  (14SS),  such  as  typhoid  fever,  and 
as  one  of  the  manifestations  of  pysemia.  " 

1488.  A  wax  model  of  a  parotid  salivary  gland  in  which  suppuration  followed  an 
attack  of  fe\  er.  The  gland  is  greatly  enlarged,  and  on  the  cut  surface  the  swollen 
lobules  stand  out  very  prominently  and  present  many  small  yellow  areas  of  sup- 
puration. 4157 

Presented  by  Sir  William  Jenner. 


Salitahy  Calculi. 


Calculi  may  form  in  the  ducts  of  any  of  the  salivary  glands,  but  they  are  most 
common  in  Wharton's  duct.  They  are  usually  small  and  spindle-shaped  (1492) 
and  composed  of  phosphate  of  lime  with  a  small  proportion  of  carbonate  of  lime  and 
organic  matter.  Large  salivary  calculi  are  nire,  but  a  weight  of  several  grammes 
has  been  recorded.  The  most  common  result  of  the  obstruction  of  the  duct  of  a 
salivary  gland  by  a  calculus  is  swelling  of  the  gland  itself,  which  may  becomcj 
permanent  and  attended  with  inflammatory  induration.  Less  commonly  the 
obstructed  duct  may  undergo  cystic  dilatation  or  the  irritation  of  the  calculus  may 
lead  to  suppuration. 

Small  calculi  are  occasionally  met  with  in  the  substance  of  the  salivary  glands, 
causing  enlargement  and  induration  (1493). 

1489.  A  salivary  calculus  the  size  of  a  pea.  The  surface  of  the  calculus  is  almost 
covered  with  a  brownish  layer  of  organic  matter,  but  where  this  is  absent  a  white 
chalky  substance  is  exposed.  5488 

The  calcuhis  was  removed  from  Wharton's  duct.    From  a  dissecting-room  subject. 

1490.  A  large  salivary  calculus  and  several  smaller  calculi  and  fragments,  together 
weighing  6-8  grammes.  The  large  calculus  is  irregularly  pyramidal  in  shape  and 
measures  2  cm.  in  its  greatest  diameter.  The  base  ot  the  calculus  presents  a  large 
polished  facet ;  the  rest  of  its  surface  is  finely  granular.  Of  the  smaller  frngmenrs 
the  largest  also  present  facets  on  some  of  their  surfaces.  The  calculi  are  hard  and 
of  a  dirty  yellowish-white  colour.  6621 

The  calculi  were  removed  from  Wharton's  duct. 


1491.  A  small  elongated  body,  1  cm.  in  length,  consisting  partly  of  calcareous  matter 
and  partly  of  a  semitransparent  resin-like  material.  8517 

From  a  man,  a^ed  about  40.  SweUing  and  pain  over  the  left  parotid  gland  was  followed  by  a 
small  painful  swelling  beneath  the  angle  of  the  jaw,  which  proved  to  be  a  small  abs.-eos 
containing  the  body  preserved  in  the  specimen.    The  exact  nature  of  the  concretion  is  doubtful. 
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1492  Part  o£  a  submaxillary  salivary  gland,  together  with  Wharton's  duct,  removed 
by  operation.    Lying  in  the  duet  is  a  small  spindle-shaped  calculus  measuring 
5  mm.  iu  length.  '^"^"^ 
From  a  female  patient,  aged  20,  under  the  care  of  Mr.  Horsley.    There  had  been  attacks  of 
swelling  of  the  gland  after  meals,  the  last  attack  being  attended  with  acute  pain. 

1493.  A  submaxillary  salivary  gland,  together  with  three  calculi,  removed  by 
operation.  The  fibrous  septa  of  the  gland  are  thickened.  The  calculi  are 
irregularly  rounded,  the  largest  measuring  8  mm.  in  diameter.  The  cavity  in  the 
gland  in  which  the  calculi  were  embedded  is  indicated  by  bristles.  6369 

From  a  woman,  aged  30,  under  the  care  of  Mr.  Godlee.  For  some  years  there  had  been  pain 
in  the  right  submaxillary  region,  with  occasional  swelling  after  food.  Before  the  operation 
the  small  tumour  which  could  be  felt  in  the  submaxillary  region  was  thought  to  be  a 
tuberculous  gland. 

TUMOUES  OF  THE  SaLIVAEY  GrLANDS. 

Encapsuled  tumours  are  not  uncommonly  met  with  in  connection  with  the 
salivary  glands.  The  tumours  are  most  commonly  found  in  the  parotid  region, 
usually  superficial  to  the  parotid- gland  itself,  and  are  known  as  "  parotid  tumours." 
Then-  rate  of  increase  varies,  but  is  usually  slow,  and  in  the  later  stages  the  growth  may 
extend  beyond  its  capsule  and  invade  the  surrounding  structures.  The  microscopic 
structure  of  the  specimens  is  in  accordance  with  the  view  that  they  are  endo- 
theliomata  and  not  mixed  glandular  tumours,  as  they  were  formerly  held  to  be. 
The  ground-substance  may  be  iu  parts  cartilaginous. 

The  salivary  glands,  especially  the  parotid,  are  occasionally  the  seat  of  an 
infiltrating  sarcoma  or  carcinoma. 

1494.  A  small  solid  tumour,  measuring  2  cm.  in  diameter,  which  was  removed  from 
the  substance  of  the  left  parotid  gland.  The  surface  of  the  tumour  is  lobulated 
and  covered  with  a  thin  capsule.    The  cut  surface  is  opaque  white  in  colour.  862U 

Microscopic  Structure. — The  tumour  present.s  a  ground-substance  which  in  parts  is  fibrillated  and 
contains  small  spindle-shaped  cells,  and  in  other  parts  is  hyaline.  Scattered  throughout  the 
ground-substance  are  spaces  surrounded  by  one  or  more  layej-s  of  cells  with  rounded  or  oviil 
nuclei ;  in  other  parts  similar  cells  instead  of  surrounding  definite  spaces  form  irregular 
columns  and  masses  throughout  the  stroma.    The  tumour  is  an  endothelioma. 

The  tumour  was  removed  by  Mr.  Godlee  from  a  woman  aged  21  ;  it  was  of  18  months' 
growth  and  was  embedded  iu  the  superficial  part  of  the  left  parotid  gland. 

1495.  A  solid  lobulated  tumour,  measuring  5  cm.  in  its  greatest  diameter,  removed 
from  the  parotid  region.  Some  of  the  lobules  are  very  prominent  and  the 
surface  of  the  tumour  appears  to  be  covered  everywhere  by  a  thin  fi.brous  capsule. 
The  cut  surface  of  the  growth  is  slightly  mottled.  7514 

Microscopic  Structure. — The  ground-substance  is  in  parts  delicately  fibrillated  and  in  other  parts 
hyaline.  Ramil'ying  throughout  the  stroma  are  columns  and  masses  of  rounded  and  oval 
nuclei,  which  in  many  places  are  so  arranged  as  to  enclose  wnll-defined  tubular  spaces,  many 
of  which  contain  a  finely  granular  material.    The  tumour  is  an  endothelioma. 

From  a  woman,  aged  35,  under  the  care  of  Mr.  Godlee.    The  tumour  was  of  slow  growth 
and  was  easily  enucleated. 

1496.  A  solid  slightly  lobulated  tumour,  measuring  nearly  .5  cm.  in  diameter,  from 
the  right  submaxillary  region.  The  surface  is  smooth  and  covered  with  a  thin 
capsule.  Attached  to  one  aspect  of  the  tumour  is  a  portion  of  the  submaxillary 
salivary  gland,  which  is  normal  in  appearance.  The  cut  surface  is  imperfectly- 
separated  into  lobidcs  by  septa  of  fibrous  tissue,  and  presents  a  dense  yellowish 
substance  with  numerous  small  semitranslucent  areas  of  a  grey  colour.  7933 

Microscopic  Sfrt/.cticre.— The  ground-substance  of  the  tumour  is  abundant  and  consists  of  a 
loose  connective-tissue  reticulum  which  hns  iu  parts  undergone  a  granular  or  hyaline  change 
In  the  stroma  are  collections  of  cells  with  rounded  or  oval  nuclei ;  the  cells  are  arranyed  iii 
masses  and  slender  branching  columns ;   in  a  few  situations  several  layers  of  the  cells 
surround  well-defined  spaces.    The  tumour  is  an  endothelioma. 
PAET  II. 


^  DISEASES  or  TUB  SALIVARY  GLANDS. 

iTSmnri  l.nf  1  ^  :  """^  ''"'1'"^*  ^^^^  S'-^^^fc^^  has  been  ruptured  during 
Its  removal,  but  here  also  it  appears  to  have  been  definitely  eneansnlprl  Af 
upijer  part  of  the  specimen  a  portion  of  the  parotid  sa^i  ^  ^  gSl^^lpread^^ 
on  the_  surface  of  the  tumour.  The  cut  surface  of  the  tumour  Tresenronlue 
yellowish-white  areas  with  streaks  and  spots  of  pale  grey  colour  ^rlll 
Microscopi^^^^^^  "i^^^esof  spheroidal  or  oval  cells  Iviu^  ia  a 

fibn  lated  stroma.  The  cells  are  arranged  in  tubular  spaces,  in  some  of  wWch  two  can 
be  distinctly  recognised  around  a  lumen.  ^""^ 

^1l,?'l^r  "'"''''I'-l  11       i"  its  longest  diameter,  removed  from 

t  e  elt  parotid  region,  bisected.  Adherent  to  one  aspect  of  the  growth  is  an 
elliptical  strip  of  skm  including  a  scar.  Over  the  rest  of  its  extent  the  lobu  ated 
sur  ace  of  the  tumour  is  smooth  and  covered  with  a  fibrous  capsule,  and  at  one 
part  presents  a  large  depression,  probably  corresponding  to  the  angle  of  the  iavv. 
At  the  lower  end  of  the  specimen  a  large  cyst  has  been  opened  ;  it  is  partly  filled 
M  ith  friable  tumour-subs  ance.  The  sectiou  of  the  tumour  shows  a  small  amount 
ot  hbrous  tissue,  especially  in  its  central  part.  The  tumour-substance  is  yellow  in 
CO  our,  but  scattered  through  it  are  areas  of  a  semitranslucent  grey  iellv-like 
Substance.  "  v-i^. 

iWcroscopic  SMure.-The  stroma  consists  of  branching  cells  lying  in  a  fine  reticulum.  In 
the  stroma  are  irregular  masses  and  columns  of  spheroidal  cells;  in  some  of  the  cell-masses 
defin.  e  spaces  are  present,  which  are  surrounded  bj  several  layers  of  cells  or  in  some  places 
by  a  distinct  endothelium.    The  tumour  is  probably  an  endotlielioma. 

From  a  man,  aged  37,  who  was  under  the  care  of  Mr.  Heath  in  December  1889  Fifteen 
yenrs  beiore  a  movable  tumour  as  large  as  a  pea  was  noticed  behind  the  left  an-^le  of  the 
lower  jaw.  Six  years  later  it  had  reached  the  size  of  a  large  orange  and  was  removed  Two 
months  after  the  operation  a  lump  was  noticed  beneath  the  sear  and  slowly  increased  in  size 
On  admission  a  large  lohulated  tumour  was  situated  below  the  left  ear,  the  largest  lobule 
resting  on  the  patient's  coat-collar.  The  overlying  skin  was  marked  by  dilated  veins,  but  was 
not  adlierent  to  tlie  tumour  except  along  the  scar  resulting  from  the  previous  operation. 
There  was  no  facial  paralysis.  The  tumour  was  easily  removed,  ohieflv  by  enucleation  witli 
j^ie  ^Ipr^   Tbe  patient  was  discharged  on  the  19th  day.    (Surg.  Eeg.  Eep.  1889,  p.  63, 

1499.  A  tumour  from  the  left  parotid  region,  in  section.  It  is  lobulated,  encapstiled, 
and  measures  4-5  cm.  in  diameter.  It  consists  of  very  soft  gelatinous  tissue 
divided  into  separate  lobes  by  denser  fibrous  bands.  8689 

Microscopic  Structure.— In  many  parts  the  tumour  consists  of  myxomatous  tissue ;  in  other 
parts  are  tubular  spaces  lined  with  one  or  more  layers  of  spheroidal  cells.  The  tumour  is  an 
endothelioma. 

From  a  woman,  aged  38,  in  whom  a  tumour  in  front  of  the  left  ear  had  been  slowly 
growing  without  pain  for  5  years.  The  tumour  was  movable,  lobulated,  and  soft ;  it  wus 
easily  enucleated.    (Mr.  Godlee's  Case-hooks,  1901,  No.  in  Hosp.  Eeg.  3G8.) 

1500.  A  solid  lobulated  tumour,  measuring  nearly  2'5  cm.  in  diameter.  The  surface 
is  invested  with  a  delicate  capsule  of  connective  tissue.  In  the  recent  state  the 
cut  surface  was  nearly  white,  in  some  parts  opaque,  and  in  others  more  trans- 
lucent. 8744 

Microscopic  Structure. — The  tumour  is  an  endothelioma.  The  inlerstitinl  tissue  is  composed 
chiefly  of  a  very  delicate  fibrillated  stroma  containing  snuiU  irregular,  branched  cells ;  this 
is  traversed  by  slender  brandling  columns  of  sraall  spheroidal  cells,  which  become  in  some 
parts  much  larger  and  present  a  very  distinct  lumen. 

The  tumour  was  removed  by  Mr.  Qodlee  from  a  young  man  ;  it  was  situated  in  !ue  middle 
of  the  right  cheek  and  had  been  growing  for  about  5  years  ;  it  was  nnsily  onuele;ited, 
and  its  posterior  border  lay  in  contact  with  an  apparently  unusiialiy  large  socia  jiarotidis, 
Tlie  patient  had  also  tuberculous  disease  of  the  light  testicle. 
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DISEASES  OF  THE  TONSILS. 

CuBOJTic  Enlargement  of  the  Tonsils. 

Chronic  enlargement  of  the  tonsils  is  met  with  as  a  true  hypertrophy  and  as  a 
result  of  repeated  attacks  of  acute  inflammation.  In  true  hypertrophy  the  enlarge- 
ment involves  chiefly  the  lymphoid  follicles,  and  at  the  same  time  the  crypts  which 
open  on  the  surface  of  the  tonsil  are  increased  in  size  (1503).  Hypertrophy  of 
the  tonsils  is  frequently  associated  with  the  presence  of  adenoid  vegetations  in  the 
pharynx  and  much  less  frequently  with  hypertrophy  of  the  lymphoid  tissue  at  the 
base  of  the  tongue  (1501).  Calculi  have  occasionally  b.en  met  with  in  the  crypts  of 
an  enlarged  tonsil. 

1501.  A  tongue  with  the  larynx,  tonsils,  and  part  of  the  pharynx.  Both  the  tonsils 
are  considerably  enlarged  and  project  far  into  the  fauces.  Each  tonsil  measures 
vertically  about  4  cm.  The  lymphoid  follicles  of  the  base  of  the  tongue  (lingual 
tonsils)  are  proportionately  enlarged,  and  form  a  series  of  mutually  adapted 
swellings  extending  across  the  tona;ue  and  reaching  on  either  side  to  the  enlarged 
tonsils,  so  as  to  form  one  deeply  cleft  semicircular  mass.  The  central  masses  rest 
behind  upon  the  front  of  the  epiglottis,  and  extend  forwards  as  far  as  the  foramen 
ca3cum.  1247 


1502.  Part  of  a  tongue,  together  with  the  larynx,  part  of  the  pharynx  and  palate, 
and  the  left  tonsil.  The  tonsil  "is  converted  into  a  considerable  mass  of  irregular 
papillary  processes.  Continuous  with  these  are  a  series  of  similar  but  smaller 
papillary  growths,  which  extend  completely  across  the  base  of  the  tongue,  reaching 
backwards  to  the  epiglottis  and  forwards  nearly  to  the  foramen  csecum.  There 
are  two  similar  rounded  growths  on  the  right  wall  of  the  pharynx  on  a  level  with 
the  epiglottis.  5757 

From  a  woman,  in  whom  there  was  also  a  calcified  cystic  goitre. 

1503.  The  projecting  parts  of  two  enlarged  tonsils  removed  by  operation.  Their 
free  surface  has  a  largely  reticular  character,  resulting  from  an  exaggeration  of 
the  loculaterl  surface  naturally  presented  by  the  tonsils.  The  divided  surfaces 
exhibit  a  great  enlargement  of  the  follicular  cavities,  the  contents  of  which  have 
fallen  out;  the  connective  tissue  between  the  spaces  is  increased  in  amount. 
The  cut  surfaces  have  each  a  diameter  of  3  cm.  2604 


Tumours  or  the  Tonsils. 

Simjile  tumovrs  of  the  tonsils,  such  as  papilloma,  are  rare.  Occasionally  enlarge- 
ment of  one  or  both  tonsils  occurs  in  asaociation  with  lymphadeuoma  of  the  cervical 
lymphatic  glands. 

Sarcoma  of  the  tonsil  has  usually  the  structure  of  a  lymphosarcoma,  and  is 
associated  with  an  early  development  of  secondary  growths  in  the  glands  of  1;he  neck 
(1507). 

Carcinoma  of  the  tonsil  is  always  of  the  squamous-cell  variety ;  the  gland  may  bo 
attacked  primarily  or  by  extension  from  a  neighbouring  part,  such  as  the  base  of  the 
tongue  (1508). 

1504.  A  rounded  tumour  of  the  right  tonsil,  together  with  an  adjacent  portion  of 
the  poft  palate.  The  tumour  has  a  vertical  measurement  of  about  5  cm  T\\q 
surface  ot  the  tumour  is  in  some  parts  smooth,  but  in  others-has  a  layer  of  cellular 
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tissue  adherent  to  it.    On  its  deep  aspect  it  is  deeply  cleft.    A  section  has  been 
uade  into  the  tumour  and  exposes  a  dense  homogeneous  tumour-substance  whi?.h 
in  the  recent  state  was  pinkish  white  in  colour.  suDstance,  which 

"^SXinohSrS  '  lympho-sarcoma.    It  consists  of  a  delicate  reticulum 

tnVovous  '         P        ^''"^  '""'''^''''^       '"'^^  ^-""""i  ''•-^l'^-    Blood-vessels  are 

gland  was  first  removed  tl.rough  an  incision  along  the  anterior  Lrde^of  the  LVno  mastoixl 
and  then  he  tumour  o  the  tonsil  wa.  enucleated  by  blunt  dissection  through  a  y  STnction 
made  with  the  Paquelin's  cauterj  in  the  anterior  pillar  of  the  fauces.^  A  L m  lldule  of 

anotherrr^/      '""""''^  'T,  three  weekstter 

another  nodule  was  removed  close  to  the  position  of  the  first.  On  May  27,  although  there  was 
no  recurrence  in  the  pharynx,  glandular  enlargement  was  advancing  on  both  sides  of  the  neck. 
Ihe  patient  died  on  J uly  14,  without  having  had  any  throat-symptoms.  (See  Barker,  Trans. 
Jratn.  hoc.  J  886,  vol.  xxxvii,  p.  218.) 

1505.  A  rounded  tumour  of  the  right  tonsil,  4  cm.  in  diameter.  Tlie  free  surface 
ot  the  tumour  is  covered  with  mucous  membrane  and  presents  a  deep  cleft,  within 
xvhich  the  surface  is  irregularly  subdivided.  The  deep  surface  of  the  tumour  is 
covered  with  loose  connective  tissue,  and  a  section  into  this  part  of  the  growth 
displays  an  opaque  white  homogeneous  tumour-substance.  6137 

3iicroscopic  Siructure.— The  tumour  consists  of  small  round  cells  lying  in  a  homogeneous  matrix. 
Iherc  IS  no  retiforin  stroma.  Bundles  of  striated  muscle-fibres  are  embedded  in  the  super- 
ficial part  of  the  growth. 

From  a  man,  aged  72,  who  was  under  the  care  of  Mr.  Beck,  in  U.  0.  H.,  in  18S5.  Three  months 
before  admission  slight  difficulty  in  breathing  and  enlargement  of  the  right  tonsil  were  noticed  ; 
the  tumour  of  Ihe  tonsil  felt  elastic  and  was  slightly  movable;  there  was  a  slightly  enlarged 
gland  on  the  right  side  of  the  neck.  The  tumour  of  the  tonsil  was  easily  enucleated  through 
an  incision  over  it.  Four  months  later  there  was  no  eTidence  of  recurrence,  and  the  gland  in 
the  neck  had  not  increased  in  size.  (Surg.  Eeg.  Eep.  1885,  p.  46,  No.  1332 :  and  Trans.  Path. 
Soc.  1S8G,  vol.  xxx^ii,  p.  221.)  &      i  i 

1506.  An  ovoidal  tumour  of  the  left  tonsil,  measuring  6  cm.  in  its  longest  diameter. 
The  free  surface  is  covered  at  its  border  with  smooth  mucous  membrane,  and  the 

•  central  part  is  very  irregular  and  composed  of  closely  packed,  irregular,  projecting 
lobules.  On  its  deep  aspect  the  growth  is  friable,  and  has  been  torn  through  in 
removal.  6639 

Microscopic  Structure.— The  growth  is  a  lymjjho- sarcoma.  Granular  muscular  fibres  are  present 
in  the  substance  of  the  growth. 

From  a  man,  aged  67,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Mr.  Heath,  in 
1889.  Four  months  before  admission  the  left  tonsil  was  pricked  with  a  fish-bone ;  a  month 
later  the  tonsil  began  to  enlarge,  and  six  weeks  before  admission  the  swelling  broke  and 
"some  matter  containing  a  fisli-hone "  came  away.  On  admission,  the  patient  was  well 
nourished  ;  the  isthmus  of  the  fauces  was  almost  filled  by  a  tumour  of  the  left  tonsil ;  there 
was  an  enlarged  gland  behind  the  left  angle  of  the  lower  jaw.  The  gland  was  excised,  and  the 
tumour  of  the  tonsil  was  removed  from  the  mouth  through  a  vertical  incision,  made  with 
Paquelin's  cautery  over  its  outer  part.  The  patient  left  the  hospital  on  the  17th  day  ;  three 
months  later  there  was  extensive  recurrence,  extending  to"  the  back  of  the  pharynx  and  into 
the  soft  palate,  and  a  mass  of  enlarged  glands  on  the  left  side  of  the  neck.  (Surg.  Eeg.  Eep. 
1889,  p.  62,  No.  908.) 

1507.  A  tumour  of  the  left  tonsil,  together  with  two  secondary  glandular  deposits. 
Tiie  tumour  of  the  tonsil  has  been  removed  with  the  corresponding  part  of  the 
Mall  of  the  pharynx ;  it  is  oval  in  outline,  and  measures  3-5  cm.  in  its  longer 
vertical  diameter.  Its  surface  is  considerably  raised,  in  some  parts  lobulated  and 
in  others  formed  by  thick  irregular  processes.  At  the  edge  of  the  tumour  the 
surrounding  mucous  membrane  rises  continuously  on  to  its  surface  and  covers  .the 
latter,  except  over  one  area,  Avhich  is  superficially  ulcerated.  The  deep  aspect  of 
the  grow  th  is  covered  in  parts  by  the  muscular  tissue  of  the  pharynx,  the  growth 
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being  entirely  coiifined  to  the  cavity  of  the  fauces  and  showing  no  tendency  to 
extend  deeply.  The  lymphatic  glands  are  considerably  enlarged  and  mfaltrated 
throughout  with  opaque  whitish  growth.  "908 

Miavsoopic  Structure.— The  tumonr  is  a  lympho-sarcoma.  .   ,.    x  lono 

From  a  woman,  aged  .53,  who  was  admitted  into  the  Great  Northern  Hospital  m  June  18J^. 
The  symptoms  dated  from  Christmas  1891,  and  consisted  of  slight  soreness  of  the  throat  and 
difficulty  in  swallowing.  On  June  20  the  tonsil  and  the  enlarged  glands  wore  removed 
through  an  incision  in  the  neck  after  ligature  of  the  external  carotid  artery.  On  July  14 
other  enlarged  glands  were  removed  from  behind  the  left  sterno-mastoid.  The  patient  left  the 
hospital  on  July  23  ;  on  March  3,  1893,  patient  was  in  good  health,  but  the  right  tonsil  was 
now  considerably  enlarged  and  there  was  some  enlargement  of  the  glands  on  both  sides  of  the 
neck.    (See  Raymond  Johnson,  Clin.  Soc.  Trans.  1893,  vol.  xxvi,  p.  136.) 

/1508.  A  larynx,  lower  part  of  pharynx,  &c.  Involving  the  position  of  the  right 
\y  tonsil  and  extending  widely  to  the  neighbouring  parts  of  the  pharynx  is  a  carcino- 
matous growth.  From  the  position  of  the  tonsil  the  growth  extends  along  the 
border  of  the  right  half  of  the  soft  palate  as  far  as  the  uvula  ;  on  the  wall  of  the 
pharynx  it  spreads  across  the  middle  line  and  forms  a  prominent  coarsely  warty 
mass  immediately  behind  the  posterior  pillar  of  the  fauces,  the  left  tonsil  being 
unaffected  ;  downwards  on  the  left  side  of  the  middle  line  the  growth  extends 
beside  the  left  aryteno-epigloltideau  fold,  which  is  pressed  inwards  by  the  papillo- 
matous growth.  In  the  position  of  the  right  tonsil,  where  the  growth  probably 
originated,  the  tumour  forms  an  irregular  ulcer  with  well-defined,  raised, 
thickened  edges.  Immediately  outside  this  part  of  the  pharynx  is  a  considerable 
mass  of  growth,  probably  a  secondary  deposit  in  the  lymphatic  glands,  in  which 
some  of  the  branches  of  the  carotid  artery  are  deeply  embedded.  In  a  corre- 
sponding position  on  the  left  side  there  is  also  a  secondary  glandular  deposit 
adherent  to  the  outer  aspect  of  the  wall  of  the  pharynx.  54(53 

Microscopic  Structure. — The  tumour  is  a  squamous  carcinoma  with  very  numerous  nests. 

From  a  woman,  aged  57,  who  was  in  U.  0.  H.  in  1879;  death  resulted  from  pneumonia. 
(Surg.  Eeg.  Rep.  1879,  p.  57.) 


DISEASES  OE  THE  PALATE. 

The  palate  is  liable  to  the  various  ulcerations  which  affect  it  in  common  with  other 
parts  of  the  throat. 

Among  the  simple  tumours  of  the  palate  are  dermoid  cysts,  na3vi,  papillomata  (151 1 ), 
and  solid  encapsuled  tumours,  usually  called  adenomata,  and  having  a  structure 
resembling  that  of  the  tumours  of  the  parotid  region  (1510). 

Squamous  carcinoma  rarely  affects  the  soft  palate,  except  by  extension  from 
surrounding  parts,  such  as  the  base  of  the  tongue. 

Specimens  of  carcinoma  of  the  hard  palate  are  included  among  Diseases  of  the 
Jaws. 

1509.  A  tongue  with  the  fauces  and  parts  of  the  soft  palate  and  pharynx.  Em- 
bedded in  the  right  half  of  the  soft  palate  is  an  oval  lobulated  tumour,  measuriuo- 
nearly  4  cm.  in  its  longest  diameter.  The  inner  part  of  the  tumour  causes  a 
distinct  bulging  in  the  position  of  the  tonsil.  The  outer  surface  of  the  tumour, 
from  which  the  surrounding  soft  parts  have  been  removed,  is  covered  with  a  thin 
capsule  of  fibrous  tissue.  A  section  has  been  made  into  the  anterior  part  of  the 
tumour ;  the  cut  surface  is  marked  by  small  opaque  white  areas  embedded  in  a  more 
yellow  substance.  3735 

Microscopic  Structure— The,  condition  of  the  specimen  renders  satisfactory  microscopic  e.\amin- 
ation  impossible.  ^ 
The  specimen  was  obtained  after  death  from  a  female  subject. 

1510.  A  small  oval  tumour  which  was  removed  from  the  hard  palate  together 
with  a  portion  of  the  mucous  membrane,  beneath  which  it  lay  loosely  encapsuled. 
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The  substance  of  the  tumour  is  firm  and  ahnost  homogeneous,  traversed  imperfectlvr 
by  irregular  clefts,  and  in  one  situation  lobed  on  the  surface  "npertectly 

of  uch  have  undergone  a  hyaline  degeneration,  are  present.  The  tumour  is  ^01  mle  I  by 
a  chstuict  fibrous  capsule     The  tumour  is  probably  an  endothelion.a.  s^riouncled  by 

From  a  woman  aged  48,  who  was  admitted  into  U.  C.  II.  Aufj.  2d  ISVfi  There  had  been 
a  small  lump  on  the  hard  palate  since  childhood,  which  had  been  entrging  for  2  JLrs  The 
yllTv^ntr'  unconnected  with  the  bone,  was  easily  enucleated.    &b°'  1^  im, 

P^P^l'o™''^  together  with  part  of  the  uvula  from  Mhich  it  was  growing. 
Ihe  tumour  is  irregularly  oval  in  form,  about  1-5  cm.  in  its  longer  diameter,  and 
extended  in  the  horizontal  direction.  It  is  composed  of  three  or  more  parts,  which 
bear  closeiy-set  papillary  projections,  and  are  attached  to  the  extremity  of  the 
uvula.  333^ 

Eemoved  by  Mr.  Liston. 


INJUBIES  AND  DISEASES  OE  THE  PHAETNX  AND  (ESOPHAGUS. 
FoEBiGN  Bodies  in  the  Pharynx  and  (Esophagus. 

Eoreign  bodies  most  commonly  lodge  behind  the  larynx.  If  they  pass  this  point 
they  may  be  arrested  near  the  lower  end  of  the  oesophagus.  A  coin  or  any  flat  body 
lies  with  Its  surfaces  looking^  back  wards  and  ,forwar.ds.  This  facrshould  be  remem- 
bered m  attempting  iTs  removal  (1515). 

The  retention  of  a  foreign  body  in  the  oesophagus  may  occasiou  ulceration,  and 
this  may  be  followed  by  septicaemia,  suppuration  in  the  surrounding  tissues,  or 
haemorrhage  from  a  neighbouring  vessel. 

1512.  The  posterior  part  of  a  tongue,  with  the  larynx  and  lower  part  of  the  pharynx. 
In  the  lowest  part  of  the  pharynx  there  is  impacted  a  mass  of  meat,  which  completely 
covers  the  upper  opening  of  the  larynx.  3810 

From  a  woman  who  was  found  dead  in  bed,  having  been  seen  intoxicated  two  hours  previously. 
Some  meat  and  crumbs  were  found  beside  her.  There  was  no  appearance  of  mechanical 
injury  to  the  mucous  membrane  of  the  pharynx.  The  pharynx  was  ])acked  full  of  meat,  about 
a  third  of  the  whole  quantity  being  preserved  in  the  sijecimen. 

1513.  A  triangular  piece  of  a  plate,  3  om,  along  its  longest  side,  which  was  removed 
from  the  oesophagus  of  a  boy  by  Mr.  Li§ton  thirty-six  hours  after  it  had  been 
impacted.  3688 

1514.  A  flat  circular  tin  whistle,  2-5  cm.  in  diameter,  extracted  by  Mr.  Liston  from 
the  oesophagus  of  a  boy  10  years  of  age.  3687 

1515.  The  lower  part  of  a  trachea  with  the  adjoining  portion  of  the  oesophagus  of 
a  child.  A  halfpenny  is  impacted  in  the  oesophagus  2  cm.  below  the  bifurcation 
of  the  trachea.  The  flat  surfaces  of  the  halfpenny  look  directly  forwards  and 
backwards.  5344 

The  child,  a  boy  aged  3  years,  was  brought  to  Mr.  Stedman,  of  Great  Eookham,  in  May  1864, 
with  the  statement  that  it  had  swallowed  a  halfpenny.  There  was  no  discomfort,  and  the 
child  seemed  readily  able  to  swallow  food.  fciubsequently  the  mother  thought  there  was 
occasional  difficulty  of  swallowing.  This  absence  of  marked  symptoms  continued  till  the  child 
suffered  from  scarlet  fever  in  September  of  the  same  year.  In  recovering  from  this  disease, 
cough,  dyspnoea,  and  dysphagia  came  on;  and  the  child  became  emaciated  and  died  in  July 
1^68.  The  lungs,  after  death,  were  found  tuberculous.  There  was  no  history  of  tubercle  in 
the  family. 
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1516.  A  large  piece  of  meat  which  became  impacted  in  the  lower  part  of  the 
phar3'nx. 

From  a  boy  nged  10,  who  was  brought  to  U.  C.  II.,  in  May  ISSP,,  blue  in  the  face  and  insensible. 
Larvn"ro-tracheotoiny  was  at  oaco  performed  with  a  penknife  and  gave  immediate  relief. 
Ohloroform  was  then  administered  and  an  examination  made,  at  first  without  result,  but  on 
passing  a  catheter  into  the  oesophagus  a  lump  was  felt,  which  was  pushed  down  into  the 
stomach.  Tiie  mass  of  meat  preserved  in  the  specimen  was  subsequently  vomited.  Iho 
tracheotomy-tubo  was  removed  after  48  hours  and  the  patient  recovered. 


EUPTUEE  OF  THE  CEsOPHAGUS. 

Eupture  of  the  oesophagus  may  result  from  perforation  by  a  foreign  body 
(1517).  It  may  occur  spontaneously  during  tbe  act  of  vomiting  (1519),  or  may  be 
caused  by  gastric  digestion  shortly  preceding  death  (1520).       0>»  u^cw  C^t'o.j 

1517.  A  larynx,  trachea,  oesophagus,  and  heart.  There  is  a  perforation  in  the 
aut'erior  wall  of  the  oesophagus  to  the  left  of  the  middle  line  on  a  level  with  the 
bifurcation  of  the  trachea.  The  perforation  is  oblique  and  rather  more  than 
1  cm.  in  length  ;  the  muscular  coat  is  exposed  in  its  edges.  A  bristle  has  b.^en 
passed  through  the  perforation  and  onwards  externally  to  the  left  bronchus 
through  a  perforation  in  the  upper  and  back  part  of  the  pericardium. 

From  a  man  who  killed  himself  whilst  performing  the  trick  of  sword-swallowing. 

1518.  The  "  sword  "  by  which  the  injuries  present  in  the  preceding  specimen  were 
produced. 

1519.  The  lower  part  of  an  oesophagus,  with  the  cardiac  portion  of  the  stomach. 
The  oesophagus  has  been  ruptured  close  above  its  lower  end  for  a  distance  <  f 
4  cm.,  the  rent  beiug  exactly  longitudinal  in  direction.  At  its  lowest  part  the 
mucous  membrane  is  slightly  everted  into  the  aperture.  On  the  left  side  the 
mucous  membrane  of  the  oesophagus  is  wanting  from  near  the  lower  end  of  the 
rupture  as  far  as  the  upper  end  of  the  part  shown  ;  the  edges  of  that  which 
remains  are  sharply  defined  and  slightly  irregular ;  it  appears,  therefore,  as  if  the 
mucous  membrane  had  been  stripped  ofE  from  the  surface  noticed.  3658 

The  rupture  was  occasioned  by  violent  vomiting;  and  the  diaphragm  was  also  ruptured.  Af(er 
dealh  the  contents  of  tbe  stomach  were  found  in  the  left  pleural  cavitj',  which  was  much 
inflamed.  The  vomiting  occurred  suddenly  after  dinner,  and  in  the  act  the  patient  fainted  ; 
he  rallied,  and  was  again  attacked  with  fainting,  accompanied  with  a  great  desire  to  vomit, 
which,  however,  could  not  be  accomplished.  The  ordinary  symptoms  of  perforation  subse- 
quently set  in  with  great  intensity,  and  in  thirteen  hours  alter  the  onset  of  the  symptoms  the 
patient  died.    (See  C.  J.  B.  Williams,  Trans.  Path.  Soc.  1846-47,  vol.  i,  p.  151.) 

1520.  Part  of  the  oesophagus,  the  trachea,  heart,  and  part  of  the  pericardium  and 
diaphragm  of  a  child.  In  the  middle  line  of  the  auterior~\\  all  of  the  oesophagus, 
on  a  level  with  the  base  of  the  heart,  is  a  perforation  marked  by  a  piece  of  blue 
glass.  The  perforation  is  rounded  in  outline,  about  2  mm.  in  diameter,  and 
passes  obliquely  dovMiwards  and  forwards  through  the  wall  of  the  oesophagus  into 
the  right  pleural  cavity.  Immediately  below  the  opening  the  circular  muscular 
fibres  are  exposed  between  two  longitudinal  bands.  5764 

From  a  child,  aged  4  months,  who  was  operated  on  by  Mr.  Godlee  in  U.  C.  IT.  for  strangula- 
tion of  the  left  testicle  just  outside  the  external  abdominal  riug  ;  the  testicle  sloughed  and  a 
few  days  later  was  removed  ;  erysipelas  supervened  and  finally  septic  peritonitis ;  death 
occurred  26  days  after  the  second  operation.  For  three  or  four  days  b.'fore  death  there 
liad  been  diarrhoea,  and  frequent  vomiting  occurred  in  the  last  night  but  one  before  death  • 
two  hours  before  death  sudden  difficulty  in  breathing  occurred,  inspiration  being  accompanied 
by  a  whiffing  noise.  At  tlie  pod  mortem  examination  the  left  pleura  was  normal  but  the 
riuht  pleura  contained  about  1  ounce  of  clear  deeply  blood-stained  lluid  ;  the  riirbt'lun'i-  was 
more  collapsed  than  t,lie  left  and  Us  surface  studded  with  petochin?;  behind  the'' root  "f  the 
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.1521.  Part  of  an  oesophagus  with  parts  of  the  stomach,  liver,  and  diaphragm  tl,e 
thoracic  aorta,  &c.  In  the  left  side  of  the  oesophagus,  eudiiig  i.nraed  atelv  I'bo  e 
Ihe  cardia,  is  a  longitudinal  rent  5  cm.  long;  it  the  ;largia^f  tTe 
Tw^tnT  •Tf'r^';'' "  well-defined  border,  but  the  muscular  coat  i  irrefu  an 
Close  to  the  right  border  of  the  opening  the  submucous  tissue  is  exposed  in  a 
furrow  between  two  ongitudinal  bands.  The  rupture  of  the  oosophjgus  opens 
freely  mto  the  left  pleural  cavity,  the  parietal  pleura  around  the  opening?  bVin- 
destroyed  and  presenting  a  ragged  shreddy  margin.  There  are  several  small 
erosions  in  the  mucous  membrane  of  the  stomach.  5537 

From  a  woman,  aged  18  who  was  the  subject  of  Addison's  disease.  For  3  days  before  death 
tl-ere  had  been  uncontrollable  vomiting.  At  the  post  mortem  examination  2  or  3  ounces  of 
blood-stained  fluid  were  found  in  the  left  pleural  cavity  ;  there  was  a  chronic  abscess  in  the 
right  groin  and  necrosis  of  the  pubic  bone ;  there  was  tuberculous  disease  of  both  suprarenal 
bodies.    (See  Boyd,  Trans.  Path.  Soc.  1882,  vol.  xxxiii,  p.  125.) 

This  specimen  and  the  preceding  one  were  examined  by  a  committee  of  the  Pathological 
bociety,  who  regarded  the  perforations  as  the  result  of  gastric  solution. 


Dilatation  or  the  Q<!soPHAGirs. 

No.  1522  illustrates  the  rare  condition  in  which  dilatation  of  the  oesophagus 
occurs  independently  of  stricture.    The  cause  is  uncertain. 


1522.  An  oesophagus,  so  greatly  dilated  that  in  its  central  part  it  has  a  circum- 
ference of  12  cm.  At  the  upper  and  lower  ends  of  the  specimen  the  dilatation 
gradually  diminishes,  the  upper  end  of  the  oesophagus  and  the  cardiac  orifice  being 
both  normal  in  size.  Throughout  nearly  the  whole  length  of  the  oesophagus  the 
normal  appearance  of  the  mucous  membrane  is  lost ;  the  natural  longitudinal 
rugae  are  replaced  by  irregular  rugae,  whilst  above  the  cardiac  orifice  the  surface  is 
mamillated  and  velvety.  Over  a  large  circular  area  near  the  middle  of  its 
length  the  inner  surface  of  the  oesophagus  is  rough,  irregular,  and  discoloured, 
and  presents  areas  of  ulceration  in  which  the  whole  thickness  of  the  mucous 
memhrane  is  destroyed.  In  this  area  the  wall  of  the  oesophagus  presents  a 
shallow  bulging,  bounded  along  its  right  side  and  above  and  below  by  a  rounded 
border ;  on  the  lower  part  of  this  border  is  an  oval  clean-cut  erosion,  near  which 
a  layer  of  exudation  has  separated  from  the  surface.  To  the  naked  eye  the 
muscular  coat  presents  no  change.  6934 

Microscopic  Strtocture. — The  epithelium  is  hypertrophied ;  there  is  fatty  degeneration  of  the 
muscular  coat. 

From  a  woman,  aged  35,  who  was  admitted  into  U.  0.  H.,  under  the  care  of  Dr.  Sidney 
Martin,  Sept.  17, 1892.  The  duration  of  the  illness  was  2years  and  1  tnonlh  ;  it  commenced 
with  vomiting  and  pain  in  the  epigastrium  ;  altacks  of  dyspnoea  followed,  and  towards  the 
end  there  was  cough  with  muco-purulent  expectoration.  At  iho  post  mortem  cxaminatiou 
the  dilated  oesophagus  was  filled  with  undigested  food;  it  pressed  on  the  pericardium  and 
bulged  into  the  right  pleura ;  there  was  no  stricture.  There  was  broncho-pncnmonia  with 
recent  pleurisy  at  the  base  of  the  right  lung.    (Dr.  Ringer's  Case-books,  18U2,  vol.  ii,  p.  GOT.) 


DiVEETICULA  OF  THE  PhAIIYNX  AND  ffisOPIIAUl'S. 

Two  forms  of  diverticula  may  occur  in  the  wall  of  the  oesophagus — traction 
diverlicula  and  pressure  diverticula.  The  former  are  usually  small.  They  most 
commonly  occur  in  the  thoracic  part  of  the  oesophagus,  and  result  from  the  sbriuking 
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of  inflammatory  deposits  outside  the  wall  of  the  oesophagus,  as,  for  instance,  m 
connection  with  a  caseous  lymphatic  gland  (1523).  Pressure  diverticula  most 
commonly  arise  from  the  posterior  wall  of  the  pharynx  at  its  junction  with  the 
oesophagus.  These  diverticula  are  probably  congenital  in  origin,  but  their  subse- 
quent increase  in  size  results  from  repeated  distension  with  food  and  gas.  The 
sacculiis  may  thus  reach  such  a  size  as  to  form  a  tumour  in  the  neck,  usually  on 
the  left  side*  which  varies  with  the  degree  of  distension,  and  is  associated  with 
difficulty  in  swallowing  and  the  occasional  regurgitation  of  the  contents  of  the 
sacculus. 

In  rare  instances  pouches  arise  from  the  pharynx  and  are  believed  to  result  from 
non-closure  of  a  visceral  cleft  (1524). 

1523.  Part  of  an  oesophagus,  together  with  the  lower  part  of  the  trachea  and  its 
bifurcation.  In  the  middle  line  of  the  anterior  wall  of  the  oesophagus,  3  cm.  below 
the  bifurcation  of  the  trachea,  is  a  small  pouch-like  diverticulum.  The  opening 
of  the  diverticulum  is  oval  in  shape  and  measures  about  1  cm.  in  its  longer 
diameter,  and  the  interior  is  lined  with  normal  mucous  membrane.  In  the 
bifurcation  of  the  trachea  is  part  of  a  small  group  of  deeply  pigmented  glands 
containing  calcareous  matter,  and  to  the  lowest  gland  is  adherent  the  apex  of  the 
conical  protrusion  of  the  muscular  wall  of  the  oesophagus  which  forms  the  pouch. 

From  a  man  who  died  in  U.  C.  H.  of  phthisis.  8673 

1524.  Portions  of  the  wall  of  a  large  sacculus  of  the  pharynx,  which  was  removed 
by  operation.  In  one  of  the  fragments  is  the  small  opening,  marked  by  apiece  of 
glass  rod,  where  the  sacculus  passed  through  the  thyro-hyoid  membrane.  The 
inner  surface  of  the  sacculus  is  irregularly  reticulated.  8661 

Microscopic  Structure. — The  wall  of  the  sacculus  consists  of  fibrous  tissue  lined  by  several  layers 
of  epithelial  cells,  the  innermost  of  which  have  a  columnar  form. 

From  a  man,  aged  31,  in  whom  there  was  a  swelling  in  the  side  of  the  neck  at  the  level  of 
f he  hyoid  bone  ;  the  tumour  was  soft  and  gave  a  tympanitic  percussion  note.  By  pressure  the 
size  of  the  swelling  could  be  reduced,  with  the  production  of  a  squeaking  sound.  For  3  years 
the  patient  had  been  subject  to  attacks  of  painful  deglutition  attended  with  the  appearance  of 
the  swelling  in  the  neck.  In  the  last  attack,  Dec.  1900,  the  skin  over  the  swelling  became 
red  and  the  swelling  increased  considerably  in  size.  On  Jan.  2,  1901,  the  pouch  was  removed 
by  Mr.  Godlee ;  a  narrow  pedicle  passed  through  the  thyro-hyoid  membrane,  but  the  actual 
communication  with  the  pharyn.\-  was  not  found.  The  wound  healed  aseptically.  (Godlee 
and  Bucknall,  Med.  Chir.  Trans,  vol.  Ixxxiv,  1901.) 


Adenotd  Vegetations  of  the  Phaeynx. 

These  result  from  overgrowth  of  the  lymphoid  tissue,  which  is  present  in  the 
mucous  membrane  of  the  pharynx,  most  abundantly  in  young  subjects,  and  is 
situated  chiefly  on  the  back  and  sides  of  the  pharyngeal  wall  at  the  level  of  the 
orifices  of  the  Eustachian  tubes. 

The  most  important  results  of  the  presence  of  adenoid  vegetations  are  nasal 
obstruction,  obstruction  of  the  Eustachian  tubes,  and  glandular  enlargement  in  the 
neck.    The  condition  is  frequently  associated  with  enlargement  of  the  tonsils. 


FiBEotrs  TuMoua  of  the  Phaeynx. 


This  growth  takes  its  origin  from  the  roof  of  the  naso-pharynx  in  the  periosteum 
covering  the  body  of  the  sphenoid  or  basilar  process  of  the  occipital  bone  As  it 
grows  It  filLs  the  naso-pharynx,  pushing  forwards  the  soft  palate,  aud  eventuallv 
blocking  and  di-stending  one  or  both  nasal  cavities.  After  removal  the  tumour  mav 
recur  from  the  divided  surface  of  attachment,  and  although  in  the  first. instance  ^ 
firm  fibroma  it  may  become  more  cellular  and  more  rapidly  growing. 
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1525,  An  irregularly  qundriUiteral  fibrous  tumour,  4-5  cm.  in  widtl.,  to  one  end  of 
^^•hlch  a  flattened  process  2  cm.  long  is  attached.     The  tumour  is  covered  with 
mucous  membrane  except  on  the  upper  border,  where  there  is  a  divided  surface 
vdnch  indicates  the  position  of  the  attachment  of  the  tumour  to  the  base  of  the 
skull.    A  section  of  the  tumour  shows  a  firm  homogeneous  structure.  6645 

^^83t'if."lTt-~?'  T'i'^'      ^^"^^  '^^^^"^  tissue  containing  small  oval  and 

spindle  cells ;  the  vessels  appear  in  the  form  of  cleft-like  spaces 

^rom  a  boy,  aged  16,  in  ^^lom  there  had  been  obstruction  to  nasal  respiration  for  seven  or 
eight  mouths  with  frequent  bleeding  from  the  tliroat.  On  admission  the  tumour  filS  the 
naso-pharynx,  pushed  tlie  soft  palate  forwards,  and  completely  blocked  both  the  poster  or 
nares.  The  tumour  was  removed,  after  preliminary  larynjotomy,  with  a  wire  ^craseur  wh  ch 
was  introduced  through  the  right  nostril  and  adjusted  around  the  base  of  the  tumour  Si  a 
linger  ni  the  mouth.  The  patient  left  the  hospital  on  the  25th  day.    (Surg.  Reg  R^p.  iSo! 

Ulceeation  oe  the  Pharynx  and  (Esophagus. 

Syphilitic  ulceration  of  the  pharynx  is  common,  and  tuberculous  ulceration  is 
occasionally  met  with.  All  forms  of  ulceration,  except  that  due  to  malicmant 
disease,  are  very  rare  in  the  oesophagus.  ° 

1526.  A  tongue,  with  the  soft  palate,  larynx,  and  parts  of  the  pharynx  and  oeso- 
phagus, the  oesophagus  being  greatly  narrowed  immediately  below  the  cricoid 
cartJage._  Ulceration  extends  upwards  on  each  side  over  the  posterior  surface 
of  the  cricoid,  and  the  surface  of  the  narrowed  part  is  also  superficially  ulcerated. 
On  the  left  side  a  piece  of  bougie  is  seen  projecting  from  a  sinus,  which  opens  into 
the  pharynx  immediately  above  the  stricture  ;  the  mucous  membrane  of  this  part 
of  the  pharynx  is  ulcerated.  The  bougie  passes  by  the  side  of  the  trachea  and 
through  an  ulcerated  aperture  in  the  sterno-thyroid  muscle.  The  cartilages  of 
the  larynx  on  the  left  side  are  bare  and  necrosed. 

Microscopic  Siructure.— There  is  no  evidence  of  new  growth.    The  nature  of  the  ulceration  is 
doubtful. 

From  a  woman,  aged  45,  who  was  admitted  into  U.  0.  H.,  under  the  care  of  Mr.  Liston, 
October  184fi.  The  patient  stated  that  she  first  noticed  difficulty  of  swallowing  about  fifteen 
months  previously  after  an  attack  of  cold  ;  the  difiiculty  increased,  and  within  ten  months  she 
was  entirely  unable  to  take  solid  food.  Three  days  before  her  admission,  Mr.  Liston  introduced 
an  elastic  catheter  (as  he  had  done  for  some  time  with  advantage)  apparently  through  the 
strictured  part,  but  the  operation  gave  her  some  pain.  Pain  and  swelling  of  the  front  of  the 
throat,  with  increased  difiiculty  of  swallowing,  followed,  and  an  abscess  formed,  for  which 
she  was  taken  into  the  hospital.  The  abscess  was  opened,  but  the  patient  died  on  the  ]2t]i 
of  November. 

After  death  an  abscess  was  found  beneath  the  sterno-mastoid  and  sterno-hyoid  muscles  of 
each  side,  and  from  the  abscess  a  track  extended  through  the  sterno-thyroid  muscle  to  the 
pharynx  above  the  stricture. 


Simple  Stricture  op  the  Oesophagus. 

This  is  almost  invariably  due  to  the  cicatrisation  following  the  swallowing  of 
corrosive  fluids.  It  may  arise  from  a  scald.  Stricture  of  the  oesophagus  following 
any  other  form  of  ulceration,  except  that  due  to  malignant  disease,  is  extremely 
rare.  The  stricture  is  usually  situated  near  the  upper  part  of  the  oesophagus, 
and  above  it  the  tube  is  dilated  and  the  muscular  coat  hypertrophied. 

Congenital  narrowing  of  the  oesophagus  is  occasionally  met  with. 

1527.  A  larynx  and  trachea  with  the  lower  part  of  the  pharynx  and  corresponding 
portion  of  the  oesophagus.  About  3  cm.  below  the  lower  border  of  the  cricoid 
cartilage  the  canal  of  the  oesophagus  is  reduced  in  size,  so  as  to  admit  only  a  No.  6 
catheter.  Both  the  mucous  membrane  and  the  muscular  tissue  of  the  nBsoj)ha;;us 
at  the  scat  of  stricture,  as  well  as  above  and  below  it,  are  healthy,  but  the  inferior 
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constrictor  of  the  pharynx  is  hypertrophied ;  the  upper  cornua  of  the  thyroid 
cartilaee  are  approximated  so  as  to  leave  an  interval  of  only  1-5  cm.  between  them. 
^         '  ^  3657 

From  a  patient  between  70  and  80  years  of  age,  in  whom  the  stricture  had  existed  for  many 
years. 


CaHCIKOMA  op  tee  CEsOPnAGTJS.  MaLIQNANT  STKICTTmE. 

Carcinoma  may  involve  any  part  of  the  oesophagus,  but  is  most  common  at  the 
upper  (1531)  and  lower  extremities  (1543),  and  at  about  the  middle  of  its  length  in 
the  neighbourhood  of  the  bifurcation  of  the  trachea  (1540).  Except  at  the  lower  end, 
where  the  tumour  may  be  a  spheroidal-cell  or  columnar-cell  carcinoma,  the  tumour 
is  always  of  the  squanions-cell  variety.  The  grov\  th  tends  to  spread  around  the  whole 
circumference  of  the  oesophagus,  sometimes  involving  a  considerable  length,  and 
usually  presents  an  irregular  ulcerated  surface  with  thickened  and  everted  edges 
(1542).  In  some  instances  a  carcinoma  involving  the  wall  of  the  oesophagus  may 
cause  a  tight  annular  stricture  with  very  little  naked-eye  evidence  of  new  growth 
(1534).  The  dilatation  of  the  oesophagus  above  a  malignant  stricture  is  usually  but 
little  marked  (1534).  The  ulcerating  growth  may  involve  neighbouring  parts. 
Thus  the  trachea  or  one  of  the  bronchi  is  frequently  opened  by  the  disease,  and 
deglutition  becomes  almost  impossible  on  account  of  the  irritation  occasioned  by 
food  entering  the  air-passages,  and  death  may  be  caused  by  septic  pneumonia 
(1538,  1539).  In  other  cases  the  pleura  is  opened  or  profuse  haemorrhage  may 
occur  from  ulceration  into  a  large  vessel.  The  disease  may  also  give  rise  to  the 
formation  of  abscesses  in  the  mediastinum  or  neck  (1529).  The  lymphatic  glands  in 
the  neighbourhood  are  frequently  enlarged  (1537). 

1528.  The  left  half  of  a  tongue,  pharynx,  larynx,  and  oesophagus,  showing  an  irregu- 
larly lobulated  growth  on  the  lateral  wall  of  the  pharynx  immediately  external  to 
the  left  ary-epiglottic  fold.  The  vertical  measurement  of  the  projecting  part 
of  the  growth  is  3  cm.,  and  it  considerably  overhangs  its  base  of  attachment. 
Erom  the  outer  surface  of  the  ary-epiglottic  fold  a  secondary  fold  has  been 
drawn  outwards  by  the  traction  of  the  tumour.  The  ary-epiglottic  fold  is 
so  much  pushed  inwards  by  the  tumour  as  considerably  to  encroach  on  the 
upper  aperture  of  the  larynx.  Jbrom  the  lower  border  of  the  projecting  part  of 
the  tumour  a  flat  warty  extension  is  continued  downwards  to  the  level  of  the 
upper  border  of  the  cricoid  cartilage.  4222 

1529.  A  larynx  and  trachea,  together  with  part  of  the  pharynx  and  oesophao-us, 
showing  two  carcinomatous  growths,  one  in  the  pharynx  and  the  other  in°the 
oesophagus.  The  upper  growth  involves  chiefly  the  right  ary-epiglottic  fold  and 
the  adjacent  part  of  the  lateral  wall  of  the  pharynx ;  it  forms  a  slightly  lobulated 
growtti  with  a  finely  reticulated  surface,  and  projects  so  much  inwards  as  very 
seriously  to  obstruct  the  upper  aperture  of  the  larynx ;  posteriorly  the  growth 
extends  across  the  middle  line  into  the  posterior  part  of  the  left  ary-epiglott'c 
fold.  The  second  growth  forms  an  oval  ulcerated  surface  G-5  cm  in  leno-th 
the  upper  limit  of  which  is  4  cm.  below  the  lower  border  of  the  cricoid 
cartilage.  This  growth  involves  neatly  the  whole  of  the  circumference  of  the 
oesophagus,  and  especially  at  the  upper  end  presents  a  prominent  raised  and 
everted  border  Externally  the  tumour  forms  a  considerable  mass,  which  is 
hrmly  adherent  to  the  left  side  of  the  trachea,  the  interior  of  which,  however 
presents  a  normal  appearance.  yg^^ 

Micro^opic  Structurc-Boih  the  tumours  have  the  structure  of  squamous  carcinoma 

l^rom  a  man,  aged  63,  who  died  in  Colney  Hatch  Asvh.m  in  Anril  ■  u 

insane  2i  yea,..  About  7  .nonti.  before  dih  a  grotSZebpfc  '  „'^/e  r  gh t  I^ZVZ 
neck,  and  there  were  .ndications  of  cBsophageal  obstruction,  which  foUow^K  ve^y  deLke 
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history  of  a  fiah-bone  baving  been  swallowed.    The  erowth  in  dm  nor-t  ;„„.       i-  • 
death  was  preceded  by  emaeiation,  with  dim;ul,y  inTea    i  g  and  s^alEr''  bI^'  n  ^ 
growths  m  the  pharynx  and  oesophagus,  there  was  a  lar^e  I  fosTt  in  n,n        P  ,.^^f"^^/ 
the  right  side  of  the  neck  and  a'larfe  abscess  on  thVlXkrof  t  e  ^  ;£"whifct.Tl 
attacks  of  haimorrhage  had  occurred  during  the  last  few  weeks  of  life   >r  J  ill; 
possibly  one  of  direct  auto-infection.    (See  Beldles,  Trans!  ParSoc  lsfT,  xlviirrSsO 

1530.  A  tongue  with  the  larynx  and  trachea  and  part  of  the  pharynx  and 
oesophagus.  The  anterior  wall  of  the  pharynx  and  the  upper  part  of  the 
oesophagus  are  involved  m  a  new  growth,  which  extends  from  the  ary-epiglottic 
folds  downwards  for  a  distance  of  7  cm.  In  its  upper  part  the  growth  covers 
the  posterior  surface  of  the  cricoid  cartilage,  and  is  continued  upwards  into  the 
ary-epiglottic  folds,  without  encroaching  upon  the  aperture  of  the  larynx 
Below  the  level  of  the  cricoid  the  growth  is  ulcerated,  and  involves  the  whole 
circumference  of  the  oesophagus,  considerably  narrowing  the  tube,  and  ending 
below  in  a  raised  slightly  everted  border.  The  right  lobe  of  the  thyroid  body  is 
enlarged  and  cystic.  3751 

Microscopic  Structure. — The  tumour  is  a  squamous  carcinoma. 

1531.  A  larynx  with  parts  of  the  trachea,  pharynx,  and  oesophagus.  The  lower 
part  of  the  pharynx  and  the  adjacent  part  of  the  03sophagus  are  for  a  distance  of 
6  cm.  completely  surrounded  by  a  carcinomatous  growth.  Superiorly  the  growth 
projects  upwards,  involving  the  outer  surface  of  the  right  ary-epiglottic  fold, 
and  pushes  both  folds  forwards  into  contact  with  the  epiglottis,  so  as  almost 
completely  to  occlude  the  aperture  of  the  larynx.  In  this  part  of  its  extent  the 
tumour  presents  a  distinctly  papillomatous  surface,  but  elsewhere  the  surface  is 
irregularly  nodular  and  ulcerated.  The  edges  of  the  ulcer  are  everywhere  well- 
defined,  and  inferiorly  a  projecting  lobule  of  the  growth  considerably  overhangs 
the  healthy  mucous  membrane.  8464 

Microscopic  Strmture. — The  growth  is  a  squamous  carcinoma  with  very  well-marked  cell-nests. 
From  a  woman,  aged  51,  in  whom  there  was  a  family-history  of  cancer.    For  several  years 
she  had  suifered  with  "  bad  throats,"  for  which  she  had  been  in  the  habit  of  using  strong 
caustics.    The  chief  symptom  was  dysphagia  ;  there  were  hardly  any  symptoms  of  laryngeal 
obstruction.    Death  occurred  from  inanition. 
Presented  by  Dr.  Clark  Watson. 

1532.  A  tongue,  together  with  the  larynx  and  parts  of  the  trachea,  pharynx,  and 
oesophagus.  The  mucous  membrane  of  the  highest  part  of  the  oesophagus  and 
lower  part  of  the  pharynx,  as  far  as  the  upper  border  of  the  cricoid  cartilage,  is 
the  seat  of  an  ulcerated  growth.  At  the  lower  part  of  the  growth  the  oesophagus 
is  greatly  narrowed  and  its  walls  are  infiltrated,  so  as  no  longer  to  present  a 
distinction  between  its  several  coats.  The  upper  and  lower  margins  of  the 
ulcerated  surface  are  slightly  raised  and  everted.  Immediately  below  the  ulcer 
the  mucous  membrane  is  unaltered  in  appearance,  and  the  fibres  of  the  muscular 
coat  are  separate  and  distinguishable.  On  the  left  side  of  the  strictured  portion 
of  the  oesophagus,  and  reaching  for  some  distance  below  it,  is  a  cavity  formed 
apparently  in  the  soft  tissues  around  the  oesophagus,  which  communicates  above 
with  its  interior.  4578 

Microscopic  Structure. — The  tumour  is  a  squamous  carcinoma. 

From  a  woman,  aged  33,  admitted  under  Sir  J.  Erichson's  care,  January  1859.  The 
patient's  ailment  commenced,  nearly  four  years  previously,  with  slight  soreness  of  the  throat. 
In  December  1858  considerable  difficulty  in  swallowing  fluids  came  on,  and  by  the  end  of  that 
month  she  was  unable  to  swallow  either  solids  or  liquids,  the  latter  being  ejected  by  the  nose 
or  month  almost  immediately  after  being  taken.  On  admission  nothing  larger  than  a  No.  (i 
gum-elastic  catheter  could  bo  passed  through  the  stricture.  The  stricture  appeared  to  bo  on 
a  level  with  the  cricoid  cartilage  ;  there  was  no  external  swelling.  Fluid  food  was  injected 
regularly  into  the  stomach  by  a  catheter ;  but  about  three  weeks  before  her  death  (February  0, 
1859)  it  became  impossible  to  pass  any  instrument,  and  nutrient  eiicmata  were  given. 
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1533.  Portion  of  a  tongue,  pharynx,  and  oesophagus,  with  the  larynx  and  trachea. 
In  the  posterior  «  all  of  the  upper  part  of  the  ojsophagus,  immediately  below  the 
cricoid  cartilage,  a  flattened  tumour  has  grown.  The  growth  extends  over  about 
4  cm.  of  the  length  of  the  oesophagus,  within  which  it  projects  so  as  to  cause 
considerable  narrowing;  the  tumour  is  about  1  cm.  in  thickness;  the  mucous 
membrane  has  been  removed  from  its  right  side  by  ulceration.  The  divided 
surface  of  the  growth  has  an  open  reticular  texture,  the  meshes  of  which  contain 
a  softer  homogeneous  substance. 

Microscopic  Structure. — The  tumour  is  a  squamous  carcinoma. 

From  a  man,  aged  68,  wliose  general  health  had  been  good  and  habits  temperate.  About 
seven  mouths  before  death  he  felt  pain  near  the  hyoid  bone  in  swallowing,  and  since  that  time 
had  experienced  constant  pain  in  the  right  side  of  the  head.  Dysphagia  supervened,  and 
for  some  time  before  death  fluids  could  be  swallowed  only  with  the  greatest  diiEeulty.  One 
of  the  cervical  glands  on  the  left  side  commenced  to  swell  soon  after  deglutition  was  impaired. 
(Mr.  Quain's  Case-hook,  Males,  Jan.  1860.) 

1534.  The  lower  18  cm.  of  an  oesophagus,  with  the  cardiac  end  of  the  stomach. 
At  a  distance  of  8  cm.  above  its  lower  end  the  canal  is  the  seat  of  a  marked 
annular  constriction.  Above  the  stricture  the  muscular  coat  is  hypertrophied, 
and  the  inner  surface  presents  an  abnormal  longitudinal  puckering.  At  the  seat 
of  stricture  the  whole  thickness  of  the  wall  of  the  oesophagus  is  infiltrated  by 
opaque  solid  growth,  and  the  muscular  fibres  are  not  recognisable.  In  part  of 
its  extent  the  inner  surface  of  the  stricture  is  ulcerated,  the  edges  of  the  ulcer 
being  thickened  by  the  new  growth.  Below  the  stricture  the  oesophagus  is 
normal.  §277 

Microscopic  Structure. — The  growth  is  a  carcinoma. 

1535.  A  tongue  with  the  larynx  and  trachea,  and  the  pharynx  and  greater  part  of 
the  oesophagus.  The  walls  of  the  oesophagus,  opposite  the  bifurcation  of  the 
trachea,  have  been  extensively  destroyed  by  the  ulceration  of  a  carcinomatous 
growth.  The  anterior  wall  of  the  oesophagus  has  been  completely  destroyed  over 
an  irregular  area  about  3  cm.  in  length ;  and  the  growth  has  invaded  the  posterior 
wall  of  the  trachea,  which  has  been  perforated  by  ulceration  immediately  above 
its  bifurcation,  and  a  little  to  the  left  of  the  middle  line.  The  mucous  membrane 
of  the  oesophagus  has  been  extensively  undermined  by  the  ulceration  of  the 
growth,  and  hangs  in  large  pieces  over  it.  The  growth  has  extended  very 
irregularly  downwards,  and  on  the  right  side  of  the  oesophagus  an  incision  has 
been  made  into  a  nodule  situated  beneath  the  mucous  membrane,  and  apparently- 
isolated  from  the  rest  of  the  tumour.  The  ulcerated  surface  of  the  growth  is 
shreddy,  and  the  tumour  appears  to  be  formed  by  a  delicate  reticulum  of  connective 
tissue  supporting  a  softer  cell-material.  The  disease  has  invaded  the  lymphatic 
glands  lying  along  the  side  of  the  oesophagus.  4837 

1536.  A  larynx  and  trachea,  with  part  of  the  pharynx  and  oesophagus  The 
mucous  membrane  of  the  oesophagus  and  lowest  part  of  the  pharynx  is  extensivelv 
ulcerated  on  the  left  side  over  a  distance  of  about  5  cm.,  the  exposed  submucous 
tissue  projecting  in  shreds  from  the  ulcerated  surface.  At  its  lowest  nart 
the  ulceration  has  destroyed  the  entire  thickness  of  the  cesopha<^us  which  i^ 
here  perforated.  The  submucous  tissue  over  the  back  of  the°  cricoid  and 
arytenoid  cartilages  is  very  oedematous.  4069 

Microscopic  Structure.— The,  base  of  the  ulcer  presents  the  structure  of  Rnnn,n^„=  „  • 
The  patient  died  with  all  the  symptoms  of  s^icture  of  thelop  W^^^^^^^ 
has  resulted  from  the  di.^ease)  ;  he  was  quite  unable  to  swaUow    nd  no  Sul  ^ 
Ped^boyond  the  situation  of  the  lower  of  the  ulcers,  on  acco^ttf  Z.^'^^lTltr^:, 
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1537.  A  tongue  together  vyith  the  larynx  and  trachea  and  part  oC  the  pbarvnx  and 
oesophagus.  lavolving  the  whole  circumference  of  the  a3sophagus  for  a  leng^h  of 
4  cm.,  and  extendmg  upwards  to  a  distance  of  4  cm.  beloNv  the  cricoid  cartilte 
IS  an  ulcerated  infiltratmg  tumour  with  an  irregular  warty  or  nodular  surface  and 
aiusing  marked  constriction  of  the  lumen.  In  the  mucous  membrane  of  the 
(esophagus,  for  a  distance  of  4  cm.  below  the  ulcer,  are  several  isolated  nodules 
ot  growth,  some  of  winch  take  the  course  of  the  longitudinal  folds.  These 
nodules  are  about  6  mm.  in  diameter;  some  are  ulcerated  and  others  are  covered 
with  mucous  membrane.  Occupying  the  interval  between  the  oesophagus  and 
the  trachea  on  the  right  side  of  the  neck,  and  extending  from  the  thyroid  body 
nearly  as  far  as  the  bifurcation  of  the  trachea,  is  a  large  irregular  mass  of 
growth  in  the  lymphatic  glands.  At  its  upper  part  this  mass  projects  into  the 
right  side  ot  the  oesophagus,  immediately  above  the  growth  in  the  latter,  in  the 
form  of  a  smooth  oval  prominence  covered  with  mucous  membrane;  and  con- 
siderably obstructing  the  lumen  of  the  tube.  On  the  left  side  there  is  a  chain  of 
diseased,  but  much  less  enlarged,  glands  in  the  corresponding  position.  The 
oesophageal  growth  projects  into  the  trachea  at  about  the  middle  of  its  length  in 
the  form  of  an  ovoid  mass  nearly  2  cm.  in  length,  and  apparently  covered  with 
mucous  membrane,  whilst  above  this  projecting  nodule  the  mucous  membrane  of 
the  posterior  wall  of  the  trachea  is  slightly  raised.  The  edges  of  a  tracheotomy 
opening  are  seen  above  the  isthmus  of  the  thyroid  body.  6313 

Microscopic  Structure. -The  tumour  is  a  carcinoma  composed  of  large  masses  of  small 
spheroidal  or  irregular  cells,  with  no  tendency  to  the  formation  of  cell-uests. 

1538.  A  tongue  with  the  larynx  and  trachea  and  parts  of  the  pharynx  and 
oesophagus.  At  its  upper  part,  for  a  length  of  0  cm.,  the  wall  of  the  oesophagus 
is  extensively  destroyed  in  its  wliole  circumference  by  the  ulceration  of  a  new 

,  growth  which  has  infiltrated  its  walls.  At  its  lower  part  the  growth  extends 
downwards  in  the  mucous  membrane  of  the  anterior  wall  of  the  ajsophagus, 
which  is  raised,  undermined,  and  irregularly  perforated  by  ulceration.  Close  to 
the  lowest  part  of  the  growth  there  is  a  separate  nodule  in  the  raucous  membrane. 
At  its  centre  the  ulceration  of  the  tumour  has  completely  destroyed  the  anterior 
wall  of  the  oesophagus  and  the  posterior  wall  of  the  trachea.  The  opening  in 
the  latter  measures  nearly  2  cm.  vertically,  and  above  and  below  the  opening  the 
mucous  membrane  of  the  trachea  is  irregularly  raised  by  the  extension  of  the 
new  growth  into  it.  There  are  secondary  deposits  of  the  growth  in  the  lymphatic 
glands  lying  between  the  trachea  and  oesophagus  on  both  sides  and  in  the  glands 
below  the  bifurcation  of  the  trachea.  G346 

From  a  man,  aged  47,  wlin  was  admitted  into  TJ.  C.  H.,  under  tlie  rare  of  Mr.  Hill,  in  April 
1888,  witii  a  history  of  gradually  increasing  difficully  of  swallowing  for  3  months.  On 
admission  (here  was  considerable  difficulty  of  breathing  ;  an  oesophageal  tube  could  be  passed 
into  the  stomach,  and  with  this  the  patient  was  fed.  On  the  i'ourth  day  tracheotomy  was 
performed  above  the  thyroid  body,  without  much  relief.  Death  occurred  two  days  later 
from  broncho-pneumonia.    (Surg.  Reg.  Eep.  1888,  p.  47,  No.  62r).) 

1539.  Part  of  an  oesophagus,  together  with  the  lower  part  of  the  trachea  and  the 
bi'onchi.  For  a  length  of  0  cm.  the  oesophagus  is  involved  in  its  whole  circum- 
ference by  an  extensively  ulcerated  new  growth  which  in\adps  the  whole  thickness 
of  the  wall.  The  centre  of  the  growth  is  on  a  level  with  the  bifurcation  of  the 
trachea,  and  a  small  communication  has  been  established  between  the  oesophagus 
and  the  right  bronchus  immediately  below  the  bifurcation.  On  the  right  side 
the  growth  extends  through  the  wall  of  the  oesophagus,  and  is  beginning  to 
invade  the  root  of  the  lung  ;  below  the  latter  is  an  enlarged  pigmented  gland,  in 
which  are  two  separate  deposits  of  now  growth.  A  separate  nodule  of  growth 
projects  on  the  surface  of  the  pericardium  in  the  lowest  part  of  the  specimen. 

G-ISO  A 
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1540  The  lower  part  of  a  trachea,  with  the  adjoining  portion  of  the  (Esophagus. 
Opposite  the  bifurcation  of  the  trachea  the  walls  of  the  oesophagus  have  been 
extensively  destroyed  by  an  ulcerating  growth;  a  narrow  strip  of  mucous 
membrane  on  the  left  side  remains  entire.  The  ulcer  extends  over  about  5  cm. 
of  the  length  of  the  oesophagus,  and  is  deep  and  irregular ;  the  deepest  part  of  the 
depression  corresponds  with  a  projection  of  the  growth  within  the  left  bronchus. 
The  surface  of  the  ulcer  in  the  oesophagus  is  very  uneven,  fissured,  and  shreddy  ; 
tlie  edges  of  the  mucous  membrane  are  slightly  everted;  over  the  ulcer  the 
oesophagus  is  finuly  adherent  to  the  trachea,  aorta,  and  lung.  2089 

541.  A  larynx  and  trachea,  with  parts  of  the  pharynx  and  oesophagus.  The  wall 
of  the  oesophagus  for  a  length  of  about  10  cm.  is  completely  wanting  for  about 
half  its  circumference,  in  consequence  of  its  destruction  by  the  growth  of  an 
ulcerating  tumour  in  its  walls.  The  upper  limit  of  the  ulceration  is  opposite  the 
bifurcation  of  the  trachea.  The  oesophagus  below  the  ulceration  appears  healthy  ; 
the  mucous  membrane  of  that  above  is  ulcerated,  the  submucous  tissue  being 
exposed  about  4  cm.  from  the  upper  limit  of  the  disease.  Above  this  is  a 
longitudinal  depression,  around  which  the  mucous  membrane  is  uneven  and 
puckered,  the  depression  having  resulted  apparently  from  the  healing  of  the  upper 
part  of  the  ulcer  shown ;  beneath  this  spot  is  a  large  swelling  formed  by  diseased 
lymphatic  glands.  Over  its  central  part  the  growth  has  intiltrated  the  several 
layers  of  the  wall  of  the  oesophagus,  which,  however,  are  traceable  for  some  way 
upon  its  upper  and  lower  parts.  The  inner  surface  of  the  growth  is  very  ragged 
and  spongy,  and  the  surrounding  mucous  membrane  extensively  undermined. 
Outside  the  upper  part  of  the  oesophagus  is  an  oval  mass  about  4  cm.  long, 
formed  by  a  group  of  lymphatic  glands  lying  along  the  I'ight  side  of  and  behind 
the  trachea,  which  have  become  the  seat  of  secondary  growth.  Lower  down  some 
pigmented  glands  by  the  right  side  of  the  trachea  appear  also  to  have  been 
affected  by  the  disease.  1826 

1542.  The  lowest  10  cm.  of  an  oesophagus,  with  the  cardiac  portion  of  the  stomach, 
the  oesophagus  being  the  seat  of  a  carcinoma.  The  parts  have  been  divided 
tlirough  the  growth,  which  is  somewhat  fusiform ;  it  measures  7  cm.  in  length, 
and  involves  the  whole  circumference  of  the  oesophagus,  with  the  exception  of 
a  strip  of  healthy-looking  mucous  membrane  less  than  1  cm.  in  width.  The 
surface  of  the  growth  is  irregular  and  ulcerated,  and  its  raised  edge  is  in  parts 
considerably  everted. 

Microscopic  Structure.— The  tumour  is  probably  a  squamons-cell  carcinoma,  but  the  condition 
of  the  specimen  renders  the  microscopic  examination  unsatisfactory. 

From  a  man,  aged  56,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Dr.  Walsli 
August  9,  1848,  with  a  history  of  pain  at  the  ensiform  cartilage,  during  swallowin"-,  of  one 
year's  duration,  and  difficulty  in  swallowing,  with  frequent  regurgitation,  for  S^montlis 
Death  occurred  from  inanition  on  August  20.      (Dr.  Walsh's  Case-boo/cs,  1848  Males' 
No.  4,  p.  81.)  .  '  ' 

1543.  A  stomach,  together  with  the  lower  part  of  the  oesophagus  and  part  of  the 
abdommal  wall,  shoe  ing  an  opening  into  the  stomach  made  in  the  operation  of 
gastrostomy.  In  its  lowest  5  cm.  the  oesophagus  is  narrowed  by  a  carcinoma 
which  has  invaded  nearly  the  whole  thickness  of  its  wall,  and  is  extensively 
ulcerated  on  the  inner  surface.  The  stomach  is  moderately  contracted  and  the 
gastrostomy  opening  is  situated  about  midway  between  the  two  curvatures  near 
the  pyloric  extremity  of  the  anterior  surface.  ' ^^^^-^ 

Microscopic  Stnwfure.—  The  growth  is  a  .squamous  carcinoma 

T  I'm  ^RO?'"""'  "^"^  ^J'  r''"  ."^^""""1  U.  C.  II.,  under  the  care  of  Mr  B.rker 
Jan.  19,  1895,  on  account  of  emaciation,  epigastric  loain  and  rep-nrrrlfni mn  f  i  p  ' 
month.-  ,l„raUo„.    B„„™.  „„„Icl  „„t'  bi  ^,„„,„  ".Z  aLTo^LT  Z^^XtfZ 
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INJUEIES  OF  THE  ABDOMINAL  WALL. 

Eupture  of  the  muscles  of  the  abdominal  wall  may  be  followed  by  hernia 
Penetrating  wounds  of  the  abdominal  wall  may  be  complicated  by  injury  to  the 
viscera  or  by  prolapse  of  omentum  or  intestine  into  the  opening  (1545). 

1544.  An  oval  piece  of  skin  from  the  abdominal  wall,  at  the  lower  end  of  whicli 
IS  the  umbiliciis.  About  4  cm.  above  the  umbilicus  is  a  small  crucial  wound 
situated  exactly  in  the  middle  line.  The  transverse  limbs  of  the  cross  together 
measure  nearly  2  cm. ;  the  vertical  limbs  are  at^out  half  tliis  length.  On  the 
other  side  of  the  specimen  is  a  large  piece  of  omentum,  the  folds  of  which  are 
somewhat  matted  together.  A  small  piece  of  this  has  prolapsed  into  the 
internal  orifice  of  the  wound  and  is  firmly  adherent  to  it.  2370 

1545.  A  portion  of  the  abdominal  wall  above  and  to  the  left  of  the  pubes.  There 
is  an  incised  wound  penetrating  to  the  abdominal  cavity ;  it  measures  6  cm.  in 
length  and  is  transverse  in  direction.  About  its  middle  is  a  small  vertical  wound 
about  5  mm.  in  length.  On  the  opposite  side  of  the  specimen  is  a  coil  of  the 
ileum,  a  knuckle  of  which  has  passed  through  the  inner  opening,  which  is  2-5  cm. 
in  diameter  and  circular  in  outline.  The  gut  lies  between  the  fat  and  the 
aponeurosis  of  the  external  oblique;  it  is  not  strangulated.  There  is  a  small 
punctured  wound  on  each  side  of  the  piece  of  gut.  2302 

It  is  described  in  the  old  Catalogue  as  a  bayonet-wound.  The  gut  was  wounded  and  incar- 
cerated. The  external  wound  was  probably  lengthened  after  death.  The  internal  opening 
has  been  stretched  by  the  protruded  gut. 


INJUEIES  OF  AND  OPEEATIONS  ON  THE  STOMACH. 
Injuries  of  the  Stomach. 

The  stomach  may  be  ruptured  by  a  severe  contusion  of  the  abdomen  or  wounded 
by  a  stab  or  bullet.  Eupture  following  contusion  may  involve  the  whole  thickness 
of  the  stomach  wall  or  a  part  only,  such  as  the  mucous  membrane  (1546). 

Foreign  bodies  which  have  been  swallowed  may  perforate  the  stomach  wall. 

1546.  A  stomach  completely  everted  in  order  to  expose  an  extensive  ruptiire  of 
the  mucous  membrane.  The  rupture  crosses  the  small  curvature  near  the  cardiac 
oriRce,  extends  across  the  anterior  surface  nearly  as  far  as  the  great  curvature, 
and  across  the  posterior  surface  to  a  less  extent.  On  both  surfaces  the  main 
rupture  is  joined  by  a  secondary  one  which  passes  downwards,  and  in  which  a 
large  surface  of  the  submucous  tissue  is  exposed  by  the  tearing  of  the  mucous 
membrane.  Around  part  of  the  rupture,  especially  on  the  anterior  surface,  the 
mucous  membrane  is  discoloured  by  extravasated  blood.  8321 
From  a  boy,  aged  12,  who  was  run  over. 


Operations  on  the  Stomach. 

The  specimens  preserved  in  this  section  illustrate  some  of  the  operations  which 
are  practised  upon  the  stomach.    The  diseases  of  the  stomach  are  illustrated  in  the 

Medical  Series.  .       ,  -7141 

Nos.  1547, 1548  illustrate  the  operation  of  suture  for  perforated  f/nstnc  ulCfr,  deatti 
resulting  in  the  one  case  from  shock,  in  the  other  from  peritonitiii. 


OPERATIONS  ON  THE  STOMACH. 


Nos.  1550-1553  illustrate  the  operation  of  gastro-enterostomy  for  obstruction  ot 
the  pylorus.  In  Nos.  1550, 1551  a  commuaication  has  been  established  between  the 
anterior  surface  of  the  stomach  and  a  loop  of  the  jejunum ;  in  Nos.  1552,  1553 
the  small  intestine  has  been  brouglit  into  communication  with  the  posterior  surrace 
of  the  stomach  through  an  opening  in  the  transverse  mesocolon. 

Nos.  1554,  1555  illustrate  the  operation  of  pylorectomy  for  carcinoma.  This 
operation  is  most  usually  combined  with  gastro-enterostomy,  the  divided  ends  of 
the  stomach  and  duodenum  being  independently  closed  (1557). 

Nos.  1558,  1559  illustrate  the  removal  of  a  tumour  of  the  stomach  by  excision 
of  part  of  the  wall,  with  closure  of  the  opening. 

No.  1543  illustrates  gastrostomy  for  stricture  of  the  oesophagus. 

1547.  A  stomachin  which  a  perforated  ulcer  has  been  closed  by  suture,  laid  open 
along  the  great  curvature.  Externally  the  horizontal  line  of  sutures  lies  between 
the  attachments  of  the  small  and  great  omenta,  which  are  closely  approximated 
as  the  result  of  the  infolding  of  the  anterior  wall  of  the  stomach  produced 
by  the  suturing,  and  probably  in  part  by  inflammatory  thickening  around  the 
ulcer.  On  the  inner  aspect  is  seen  the  ulcer,  which  is  situated  on  a  horizontal 
elevation  caused  by  the  infolding  of  the  stomach  wall.  7508 

From  a  woman,  aged  23,  who  was  admitted  into  TJ.  0.  H,,  under  the  care  of  Mr.  Barker,  ia 
1896.  For  some  years  she  bad  been  subject  to  attacks  of  pain  and  vomiting  after  food.  Oa 
admission  in  one  of  these  attacks  she  was  collapsed  ;  pulse  160,  small ;  resjjirations  60,  chiefly 
costal ;  abdominal  wall  rigid  and  liver  dulness  absent ;  pain  was  referred  to  the  hypogastrium. 
Operation  was  performed  4^  hours  after  the  onset,  and  on  opening  the  abdomen  above  the 
umbilicus  gas  and  fluid  escaped.  The  perforation  was  found  by  dividing  some  adiiesions 
passing  from  the  stomach  to  the  abdominal  wall  and  liver,  and  was  closed  b^'  two  rows 
of  silk  sutures.  The  peritoneum  was  cleaned  by  sponging,  a  gauze  drain  placed  in  tlie  wound, 
and  a  drainage-tube  introduced  through  an  incision  in  thQ  left  flank.  Death  occurred  from 
shock  in  4  hours.    (Surg.  Eeg.  Eep.  1896,  p.  22,  No.  81.) 

1548,  1549.  A  stomach  divided  along  the  curvatures.  At  about  the  middle  of  the 
anterior  surface  is  an  irregular  ulcer,  which  perforated  and  was  closed  by  suture. 
The  line  of  the  sutures  measures  6  cm.  in  length,  and  the  infolding  of  the  stomach 
wall  caused  by  the  suturing  has  produced  a  marked  contraction  of  the  middle  of 
the  stomach  and  a  prominent  oblique  ridge  on  its  inner  surface.  In  the  pyloric 
half  of  the  posterior  surface  of  the  stomach  are  two  other  rounded  ulcers,  the 
larger  of  which  is  6  mm.  in  diameter ;  the  base  of  the  ulcers  is  quite  translucent 
and  formed  by  little  more  than  peritoneum.  Close  to  the  larger  ulcer  is  another, 
which  has  healed  and  is  surrounded  by  a  radiate  puckering  of  the  mucous  mem- 
brane. In  its  whole  extent  the  mucous  membrane  is  thickened  and  presents  in 
parts  a  mamillated  surface.  The  peritoneal  surface  of  the  front  of  the  stomach 
is  in  parts  coated        recent  inflammatory  exudation.  7679 

From  a  woman,  aged  25,  in  whom  there  was  a  history  of  dyspepsia  of  one  year's  duration.  At 
5.30  P.M.  on  Oct.  2f:th,  1896,  she  was  suddenly  seized  with  severe  abdominal  pain  4  hours 
after  a  ineal.  At  7.30  p.m.  the  patient  was  admitted  into  U.  0.  H.,  under  Mr.  Enrker :  she 
was  pale,  collapsed,  and  rather  cold  ;  there  was  sliglit  distension  of  the  alidomen,  with 
tenderness  over  the  upper  part,,  and  the  liver  dulness  was  absent  in  front  At  9  p  m  the 
abdomen  was  opened  in  the  middle  line  above  the  umbilicus;  gas  and  turbid  fluid  escaped  - 
a  pertoration  on  the  anterior  surface  of  the  stomach  was  closed  by  two  rows  of  sutures  -  the 
Sl^^)  f^'^^  ^■''^  "^Tu'^  sponging;  iodoform  gauze  drains  were  introduced  a^  the 
middle  of  the  inosion.  Three  hours^  after  the  operation  the  temporal  ure  rose  to  105°  and 
death  occurred  shortly  afterwards.    (Surg.  Eeg.  Eep.  1896,  p.  116.) 

1550.  Part  of  a  stomach,  together  with  a  loop  of  the  jejunum,  which  has  been 
brought  into  communication  with  the  stomach  by  the  operation  of  anterior  gastro- 
enterostomy. The  pylorus  was  obstructed  by  a  carcinomatous  growth  which 
appears  as  an  ulcer  4  cm.  in  its  greatest  diameter.  The  coil  of  the  ieiunum  is 
firmly  united  to  the  anterior  surface  of  the  stomach  close  to  the  middle  of  the 
great  curvature.    The  opening  between  the  stomach  and  the  intesline,  as  seen 
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from  tbe  iuterior  of  the  latter,  is  elliptical  in  sliape  and  measures  1-5  cm.  in  its 
longer  diameter.  On  the  posterior  sui-face  of  the  stomach  in  the  ])yloric  half, 
and  close  to  the  small  curvature,  is  an  oval  ulcer  witli  sharply  defined  edges', 
measuring  1-5  era.  in  its  greatest  diameter.  On  the  anterior  surface  of  the 
stomach  in  the  cardiac  portion  is  another  simple  ulcer  1  cm.  in  diameter,  and 
presenting  in  its  centre  the  oi^en  mouth  of  a  small  artery.  7924 

From  a  woman,  ngerl  47,  who  was  under  tho  care  of  Mi-.  Barker  in  U.  C.  H.  in  1807.  There 
wasahistorv  of  indigestion  for  7  years,  the  symptoms  being  abdominal  pain  after  food,  consti- 
pation, and  vomiting.  A  lump  in  tlio  epigastrium  was  noticed  18  months  before  admission. 
Anterior  gastro-enterostomy  was  performed  on  Nov.  4  by  the  use  of  continuous  sutures.  The 
patient  progressed  well  until  Nov.  23,  when  she  had  a  rigor  with  a  temperature  of  103°. 
On  Nov.  2.5  a  second  rigor  occurred,  and  on  Nov.  26  there  was  severe  hrematemosis,  which 
continued  in  smaller  quantities  until  tho  next  day,  when  the  patient  died.  (B.  M.  J.  1898, 
vol.  i,  p.  421,  Case  v.) 

1551.  7avt  of  a  stomach  together  with  the  duodenum  and  part  of  the  jejunum. 
The  latter,  at  a  point  32  cm.  from  the  pylorus,  has  been  united  by  a  Murphy's 
button  to  the  anterior  wall  of  the  stomach  close  to  the  great  curvature,  7  cm. 
from  the  pylorus.  The  intestine  is  so  placed  that  the  efferent  part  leaves  the 
si  ouiach  in  a  direction  from  left  to  right.  Tbe  apposition  produced  by  the  button 
is  perfect,  but  the  only  evidence  of  commencing  union  is  a  slight  deposit  of 
exudation  around  the  surfaces  of  the  stomach  and  intestine  which  are  in  contact. 
The  pylorus  is  tightly  strictured  by  a  dense  annular  infiltrating  growth.  7453 

From  a  man,  aged  39,  who  was  under  the  care  of  Dr.  Ringer  in  U.  0.  H.  in  1895.  There  bad 
been  wasting  and  loss  of  appetite  for  about  2  months,  followed  by  vomiting  and  pain  after 
food.  There  was  considerable  dilatation  of  the  stomach,  and  a  small  tumour  could  be  felt  to 
the  right  of,  and  a  little  below,  the  umbilicus.  On  Nov.  4  anterior  gastro-enterostomy  was 
performed  by  Mr.  Barker  with  a  Murphy's  button.  The  patient  died  two  days  after  the 
operation  of  asthenia.  There  were  numerous  secondary  deposits  of  growth  in  the  glands. 
(B.  M.  J.  1898,  vol.  i,  p.  421,  Case  iv.) 

1552.  A.  stomach,  the  anterior  wall  of  which  has  been  removed,  together  with  the 
duodenum  and  part  of  the  jejunum  and  a  short  piece  of  the  transverse  colon  with 
the  corresponding  part  of  the  mesocolon.  The  jejunum,  at  a  point  31  cm.  from 
the  pylorus,  has  been  brought  into  communication  with  the  posterior  wall  of  the 
stomach,  through  the  transverse  mesocolon,  at  a  point  about  midway  between  the 
two  curvatures  and  6  cm.  from  the  pylorus ;  the  two  are  firmly  united.  The 
opening  between  the  stomach  and  jejunum,  after  distension,  measures  1-5  cm.  in 
diameter.  The  pylorus  is  extremely  narrowed  by  an  annular  infiltrating  growth 
4  cm.  in  length.  The  stomach  is  slightly  dilated  and  its  mucous  membrane 
thickened  and  in  parts  mamillated.  ^^'7 

From  a  man,  aged  29,  who  was  admitted  into  U.  0.  H.,  under  the  care  of  Dr.  Ringer,  Nov.  14, 
1898  on  account  of  abdominal  pain  and  sickness  after  food  of  nearly  10  months  duration 
On  a'dmis.'^ion  the  patient  was  wasted ;  there  was  fljitulence  with  frequent  ''  coffee-grounds 
vomitine  •  an  ill-defined  tumour  could  be  felt  above  the  umbilicus  on  the  lei  t  of  the  middle  hue ; 
the  capacity  of  the  stomach  was  over  5  pints  On  Dec.  22  Mr.  Barker  performed  posterior 
gastro-enterostomy  with  a  Murphy's  button  ;  there  was  a  hard  growth  at  the  pylorus  Death 
occurred  from  general  peritonitis  on  Jan.  2, 1899.  At  the  pos^  mortem  exammation  the  button 
was  found  in  the  stomach  ;  there  was  no  leakage  nt  the  seat  of  the  anastomosis;  there  was  a 
dusky  congested  patch  in  the  wall  of  the  transverse  colon  where  it  bad  lam  in  contact  With 
the  button.    (Mr.  Barker's  Gase-books,  1899,  vol.  i,  p.  184.) 

1»5'S3  A  greatly  enlarged  stomach  presenting  an  extreme  degree  of  hour-glass 
contraction,  together  with  part  of  the  transverse  colon  and  the  upper  part  ot  the 
small  intestine,  which  has  been  brought  into  communication  with  the  posterior 
surface  of  the  lower  compartment  of  the  stomach  near  the  great  curvature  by  the 
operation  of  posterior  gastro-enterostomy.  Of  the  two  compai;tments  into  which 
"he  stomach  is  divided  the  lower  is  considerably  the  larger,  and  in  both  the  mucous 
membrane  is  thickened  and  the  muscular  coat,  especially  m  the  lower  compartment, 
Considerably  hypertrophied.    The  constriction  between  the  two  compartments 
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measures  12  mm.  in  diameter,  and  in  its  proximal  side  is  a  small  ^'^^^^  j/^^^^J^^^^^ 
perforated  the  wall  of  the  stomach  and  leads  into  a  small  circumscribed  abscess 
cavity  in  the  small  omentum.    The  pyloric  aperture  measures  only  6  mm  in 
diameter,  and  in  the  duodenum  immediately  bevond  the  pylorus  is  a  perforat  on 
leading  into  an  external  abscess-cavity  surrounded  by  cicatricial  tissue,  to  whicn  tne 
transverse  colon  is  adherent.    The  small  intestine  has  been  brought  up  to  the  pos- 
terior wall  of  the  stomach  through  an  opening  made  in  the  transverse  mesocolon 
and  the  edges  of  the  openings  in  the  two  viscera  are  in  good  apposition.  84J» 
From  a  domestic  servant,  aged  25,  who  was  admitted  into  U.  C.  II.,  under  the  care  of  Dr.  Martin, 
with  a  history  of  indigestion  of  10  years'  duration,  and  of  severe  pain  and  occaHonal  vomiting 
after  food  for  5  years     No  tumour  could  be  felt  in  the  abdomen,  but  there  were  well-marked 
signs  of  dilatation  of  the  stomach,  with  visible  peristalsis.    The  case  was  regarded  as  one  ot 
pyloric  obstruction  due  to  the  cicatrisation  of  an  ulcer.    After  other  methods  of  treatment 
had  failed,  gastro-enterostoray  by  Von  Hacker's  method  was  performed  by  Mr.  Poll  rd  on 
April  27  19U0     The  pylorus  was  found  to  be  involved  in  an  nidurated  mass,  but  the  presence 
of  the  hJur-glass  constriction  was  not  ascertained.    Vomiting  persisted  after  the  operation  ; 
death  occurred  on  the  5th  day.    (Martin  &  Pollard,  B.  M.  J.,  1900,  vol.  u,  p.  IGSo.) 

1554.  A  pylorus,  together  with  the  adjacent  parts  of  the  stomach  and  duodenum, 
removed  by  operation  for  carcinoma.  The  growth  completely  surrounds  the 
pylorus,  causing  marked  contraction  of  the  aperture.  8216 

From  a  womart^  aged  56,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Mr.  Barker, 
March  11,  1899,  with  a  history  of  several  attacks  of  abdominal  pain  during  the  preceding 
14  months,  ard  of  vomiting  and  increased  pain  for  7  weeks.  On  admission  the  patient  was 
antemic,  but  fairly  nourished ;  a  hard  rounded  tumour  was  felt  below  the  left  costal  margin. 
On  March  16,  under  local  ansesthesia  by  infiltration  with  eucaine,  posterior  gastro-enterostomy 
was  performed  with  a  Murphy's  button  ;  a  tum.our  involved  the  pylorus.  The  patient's 
progress  was  satisfactory  and  the  button  was  passed  per  rectum  on  April  3.  On  April  20 
the  abdomen  was  again  opened  and  the  pylorus  excised,  the  stomach  and  duodenum  being 
separately  closed  with  two  rows  of  continuous  suture.  The  patient  left  the  hospital  on  Maj  27. 
(Mr.  Barker's  Case-books,  1899,  vol.  i,  p.  189.) 

1555.  A  pylorus,  together  with  the  adjacent  parts  of  the  stomach  and  duodenum, 
removed  by  operation  for  carcinoma.  The  growth  completely  surrounds  the 
pylorus,  causing  great  contraction  of  the  lumen,  and  extends  in  the  wall  of  the 
adjacent  part  of  the  stomach  for  a  distance  of  8  cm.  The  growth  is  most  extensive 
in  the  anterior  part  of  the  stomach  wall,  where  it  forms  a  large  nodular  mass 
having  a  thickness  at  its  centre  of  2  cm.  The  divided  surface  of  the  stomach  and 
duodenum  appears  at  all  parts  to  be  healthy,  and  in  the  section  which  has  been 
made  through  the  specimen  the  muscular  coat  of  the  stomach  can  be  readily 
traced  in  the  deep  surface  of  the  growth.  8328 

1556.  The  stomach  and  part  of  the  duodenum  from  the  same  case  as  the  preceding 
specimen.  The  edges  of  the  divided  stomach  wall  have  been  brought  together  hj 
a  continuous  suture  of  silk  (A  to  A).  The  divided  end  of  the  duodenum  has  been 
approximated  to  a  separate  incision  in  the  stomach  by  a  continuous  circular  suture 
(B  to  B).  At  the  posterior  part  of  this  junction  the  union  is  imperfect  at  the 
point  indicated  by  a  glass  rod.  The  peritoneal  surface  of  the  stomach  is  coated 
with  a  thin  layer  of  inflammatory  exudation.  8334 

From  a  man,  aged  33,  who  had  suffered  for  7  months  from  vomiting,  often  of  "coffee- 
grounds "  material,  with  epigastric  pain,  worse  after  meals,  and  relieved  by  vomiting.  On 
Oct.  12,  1899,  the  abdomen  was  opened  and  the  pylorus  found  to  be  infiltrutod  extensively  by 
new  growth.  Pylorectomy  was  performed  ;  the  opening  in  the  stonnich  was  closed  by  eon- 
tmuous  sutures,  and  the  divided  end  of  the  duodenum  was  anastomosed  with  an  openiiifr 
made  m  the  posterior  surface  of  the  stomach  by  sim])le  suturing.  Death  followed  on  the  5th 
day  from  peritonitis.    (Mr.  Barker's  Case-bonks,  1899,  vol.  i,  p.  209.) 

1557.  Part  of  a  stomach,  together  with  part  of  the  small  intestine,  from  a  case  in 
which  pylorectomy  and  posterior  gastro-enterostomy  had  been  performed  The 
stomach  and  small  intestine,  where  divided  in  the  excision  of  the  tumour" of  the 
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pylorus,  Iiave  firmly  healed.  The  «car  in  the  stomach  is  scarcely  perceptible  on  tlie 
inner  surface,  and  externally  firm  adhesions  liave  formed  between  the  stomach  and 
the  transvei-se  colon.  The  closed  end  of  the  duodenum  is  adherent  to  the  posterior 
surface  of  the  stomach.  The  communication  which  has  been  established  between 
the  small  intestine  and  the  posterior  wall  of  the  stomach  near  the  lar^e  curvature 
appears  as  an  elliptical  opening  4-5  cm.  in  length.  8495 

1558.  A  globukr  cauliflower-like  tumour,  measuring  6  cm.  in  diameter,  removed 
by  operation  from  the  posterior  wall  of  a  stomach  in  the  region  of  the  pylorus 
On  the  deep  surface  of  the  tumour  the  divided  edge  of  the  mucous  membrane 
can  be  traced,  forming  an  irregular  circle  4  cm.  in  diameter,  on  which  is  a 
somewhat  smaller  area  including  the  whole  thickness  of  the  stomach  wall.  8710 

Microscopic  Slruciure.— The  tumour  consists  of  delicate  branching  processes  covered  with 
columnar  opitlielium  and  at  one  spot  in  its  deeper  part  of  tubular  spaces  lined  with  columnar 
epithelium.    There  is  no  definite  evidence  of  iuflltratiou  of  the  base  of  the  tumour. 

1559.  The  stomach  from  which  the  tumour  preserved  in  the  preceding  specimen 
had  been  removed,  together  with  a  loop  of  the  small  intestine,  which  had  been 
brought  into  communication  with  the  stomach  by  the  operation  of  posterior 
gastro-enterostomy.  The  scar  in  the  anterior  wall  of  the  stomach,  resulting 
from  the  previous  operation,  is  indicated  externally  by  a  layer  of  adherent  fibrous 
tissue,  which  terminates  below  in  the  great  omentum  at  a  point  opposite  that  at 
which  the  small  intestine  has  been  sutured  to  the  posterior  wall  of  the  stomach. 
Internally  the  position  of  the  incision  is  marked  merely  by  a  raised  thickening  in 
the  mucous  membrane.  Completely  surrounding  the  pylorus  is  an  irregular  ulcer 
of  the  mucous  membrane,  the  edges  of  which  are  in  parts  prominently  raised  and 

•  overhanging.  8732 

Microscopic  Structure. — Sections  of  the  thickened  edge  of  the  ulcer  show  spaces  containing  small 
spheroidal  epithelial  cells  in  the  muscular  layers  of  the  stomach  wall. 

From  a  woman,  aged  u8,  who  was  admitted  into  the  Worthing  Infirmary,  under  the  care 
of  Dr.  Frank  Hinds,  in  January  1897,  complaining  of  wasting,  painful  gripings  in  the  stomach, 
and  frequent  irregular  action  of  the  bowels.  A  freely  movable  hard  tumour  could  be  felt  in 
the  epigastric  region.  The  abdomen  was  opened  in  the  middle  line  and  the  tumour  found  to 
be  witliin  the  stomach ;  the  latter  was  opened  and  the  tumour,  which  was  attached  to  the 
posterior  wall  involving  the  pyloric  opening,  was  removed  by  dividing  the  wall  of  the 
stomach  around  its  base.  The  opening  in  the  posterior  wall  of  the  stomach  was  closed 
with  sutures  introduced  from  within,  whilst  the  anterior  incision  in  the  stomach,  after  being 
partially  closed,  was  stitched  up  to  the  edges  of  the  incision  in  the  abdominal  wall.  Three 
weeks  later  the  anterior  opening  in  the  stomach  was  closed.  For  12  months  the  patient  was 
able  to  work  and  gained  flesh.  Wasting,  sickness,  and  flatulence  then  occurred,  and  posterior 
gastro-enterostomy  was  performed  18  months  after  the  first  operation.  Death  occurred  from 
exhaustion  in  48  hours.    At  the  post  mortem  examination  there  was  no  evidence  of  peritonitis. 


INJUEIES  OF  AND  OPERATIONS  UPON  THE  LIVER, 
OALL-BLADDER,  AND  BILE-DUCTS. 

The  liver  may  be  ruptured  by  a  severe  abdominal  contusion  (1560,  1561)  or 
wounded  by  a  stab  or  bullet ;  in  either  case  profuse  haemorrhage  may  occur.  Rupture 
of  the  liver  without  external  wound  has  occasionally  been  followed  by  fatal  peri- 
tonitis. 

Operations  upon  the  liver  itself  are  concerned  chiefly  with  the  treatment  of 
hydatids  (1566)  and  abscess  (1567,  1568);  in  the  treatment  of  the  latter,  failure 
is  most  frequently  due  to  the  presence  of  multiple  abscesses. 

The  diseases  of  the  gall-bladder  and  bile-ducts  are  illustrated  in  the  Medical  Series. 
Among  the  specimens  in  the  following  series  are  gall-stones  removed  by  operation 
from  the  gall-bladder  (1575),  cystic  duct  (1571),  and  common  bile-duct  (1573,  1574), 
and  gall-bladders  removed  by  operation  (1570,  1572). 
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1560.  The  greater  part  of  tlie  right  lobe  of  a  liver,  which  has  been  very  extensively 
ruptured  vertically,  the  rupture  reaching  below  nearly  to  the  margni. 
Numerous  secondary  fissures  extend  irregularly  into  the  liver-substance  from 
both  sides  of  the  main  rupture;  and  in  some  places  the  capsule  is  stripped 
from  the  surface  of  the  liver  at  the  edges  of  the  tear.  Numerous  large  torn 
vessels  cross  from  one  side  of  the  rupture  to  the  other.  2294 

From  a  man  who  was  crushed  to  death  between  a  boat  and  the  wall  of  a  canal. 

1561.  The  right  lobe  of  a  child's  liver,  lacerated  on  the  under  surface  close  to  the 
right  border.     The  laceration  is  superficial  and  measures  5  cm.  in  length.  6866 

A  girl,  aged  9  years,  was  run  over  by  an  omnibus,  the  wheel  of  which  passed  obliquely  across 
the  abdomen.  On  admission  immediately  after  the  accident,  the  child  was  very  pale  and  in 
intense  abdominal  pain.  The  abdomen  was  retracted,  and  later  there  was  dulness  in  the 
right  flank.  Death  occurred  in  4  hours.  At  the  post  mortem  examination  there  was  a  con- 
siderable quantity  of  fluid  blood  in  the  peritoneal  cavity ;  the  right  kidney  was  extensively 
lacerated ;  there  was  a  rupture  of  the  right  lung  and  blood  in  the  pleura.  The  5th  rib  of 
the  left  side  was  fractured  (Mr.  Hpath's  Case-books,  1892,  vol.  ii,  p.  476).  The  right  kidney 
and  right  lung  are  also  preserved  in  the  Museum. 

1562.  -A-  liver  greatly  increased  in  size  by  the  presence  of  numerous  hydatid  cysts. 
Transversely  the  liver  measures  about  33  cm.,  and  the  right  lobe  measures 
22  cm.  from  above  downwards.  At  the  anterior  edge  of  the  upper  surface, 
immediately  to  the  left  of  the  falciform  ligament,  a  triangular  piece  of  the 
abdominal  wall  with  the  skin  is  attached  by  firm  fibrous  adhesions  between  the 
visceral  and  parietal  peritoneum.  In  the  skin  is  a  depressed  opening  which 
communicates  with  a  small  cyst  beneath.  The  cyst-wall  is  attached  to  the  skin 
by  stitches.  To  the  right  of  the  attached  piece  of  skin  the  anterior  edge  of  the 
liver  retains  its  normal  form  for  8  cm.  Beyond  this  it  is  rounded  by  the 
presence  of  a  large  cyst,  measuring  18  cm,  in  diameter.  A  large  oval  piece  has 
been  taken  from  the  anterior  wall  of  the  cyst  and  the  parasite  completely 
removed,  leaving  merely  the  cyst  formed  by  "the  tissues  of  the  liver.  Where 
the  cyst-wall  is  in  contact  with  the  healthy  liver-tissue  it  can  be  seen  to  be 
inseparably  blended  with  it.  In  the  upper  surface  of  the  left  lobe  an  incision 
has  been  made  which  opens  another  cyst  in  which  the  shrunken  parasitic  cyst 
is  shown. 

The  under  surface  of  the  liver  is  extremely  deformed  by  the  presence  of 
numerous  hydatid  cysts.  The  under  surface  of  the  large  cyst  already  described 
occupies  the  greater  part  of  the  right  lobe.  Above  it  is  another  cyst  measuring 
about  10  cm.  in  diameter.  The  Spigelian  lobe  is  occupied  by  a  small  cyst 
measuring  about  5  cm.  in  diameter.  To  the  left  of  this  is  a  round  cyst 
measuring  about  5  cm.  in  diameter,  over  which  the  portal  vein  and  hepatic 
artery  are  stretched.  The  common  bile-duct  and  the  cystic  duct  are  stretched 
and  flattened  over  the  anterior  wall  of  this  cyst.  The  gall-bladder  is  contracted. 
To  the  left  of  this,  again,  is  a  cyst  measuring  about  8  cm.  in  diameter,  which  is 
that  exposed  by  the  incision  in  the  upper  surface  of  the  left  lobe.  Attached 
to  this  is  a  third  small  cyst,  apparently  in  the  small  omentum.  The  large  partly 
collapsed  cyst  at  the  anterior  edge  of  the  left  lobe,  measuring  now  about  10  cju 
in  diameter,  is  that  opened  by  the  incision  already  described.  A  piece  of  glass 
has  been  passed  through  the  opening.  The  cavity  contains  a  few  duushter-cvsts 
and  its  contents  are  darkly  stained  with  bile.  ' 

1563.  Four  hydatid  cysts  from  the  omentum  of  the  same  case.  Each  consists  of 
a  large  rounded  sac,  from  which  secondary  pouches  project  in  different' places. 
The  largest  measures  about  8  cm.  in  diauieter.  pi^t-i-b. 

1564.  The  right  half  of  the  pelvis  from  the  same  case,  with  two  hydatid  cysts  lyine 
between  the  bladder  aud  the  rectum.  The  upper  part  of  the  .vH  ,>  „  ^  ^ 
pletely  to  the  right  side.     It  has  been  dividiJ  Jt^L  l^o  '^pISt^L 
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junction  between  the  first  and  second  pieces  of  the  sacrum.  Beyond  this  level 
the  section  has  passed  longitudinally  along  the  gut.  The  bladder  has  been 
divided  a  httle  to  the  right  of  the  middle  line,  the  urethra  having  been  left 
on  the  other  part  of  the  specimen.  The  reflection  of  the  peritoneum  from  the 
•  bladder  takes  place  opposite  the  tip  of  the  coccyx.  The  cysts  lie  in  the  recto- 
vesical pouch.  The  upper  cyst  is  oval  in  form  "and  measures  7-5  cm.  by  5  cm. ; 
the  lower  cyst,  which,  is  in  close  contact  with  it,  is  more  globular,  and  measures 
about  4  cm.  in  diameter.  The  larger  cyst  is  attached  by  adhesions  to  the 
peritoneum,  covering  the  middle  part  of  the  rectum,  and  the"lower  to  the  bottom 
of  the  recto-vesical  pouch.  To  the  upper  part  of  the  cyst  a  piece  of  omentum  is 
adherent  in  which  is  a  third  cyst,  unopened.  The  cyst-wall  is  formed  of  a  dense 
fibroid  layer  developed  from  the  subperitoneal  tissue  and  peritoneum  of  the  left 
side  of  the  pelvis,  from  which  the  cyst  arose.  Internally  it  is  lined  by  an 
extremely  delicate  eemitransparent  layer  belonging  to  the  parasite. 

1565.  The  left  side  of  the  same  pelvis,  showing  the  remainder  of  the  two  cysts 
before  described.  The  cysts  have  evidently  developed  in  the  subperitoneal  tissue 
to  the  left  of  the  rectum.  In  this  region  they  have  a  wide  attachment,  from 
which  they  project  into  the  recto-vesical  space,  covered  by  a  layer  of  peritoneum. 
The  peritoneum  can  be  separated  from  the  surface  near  the"  lower  part  of  the 
cyst,  but  soou  becomes  inseparably  blended  with  the  wall. 

xy  1566.  Part  of  the  right  lobe  of  a  liver,  together  with  one  large  and  several  small 
hydatid  cysts  occupying  the  left  lobe.  The  main  cyst  is  oval  in  outline  and 
measures  17  cm.  in  its  longest  diameter.  The  parasitic  cyst  has  been  completely 
removed  and  the  inner  surface  of  the  adventitious  cyst,  which  is  composed  of 
indurated  liver-substance,  is  rough  and  in  parts  deeply  bile-stained.  On  the 
anterior  surface  of  the  lower  part  of  the  cyst  is  a  large  irregular  opening  through 
w  hich  the  cavity  was  drained.  Close  to  the  opening  is  an  adherent  piece  of  great 
omentum.  At  the  middle  of  its  length  the  cystic  duct  which  lies  in  the  lower 
part  of  the  hydatid  cyst  is  narrowed  so  as  to  admit  only  a  fine  probe,  and  beyond 
this  point  the  duct  is  surrounded  by  dense  inflammatory  tissue.  8224 

From  a  Welsh  farmer,  aged  42,  in  whom  there  had  been  enlargement  of  the  upper  part  of  the 
abdomen  with  occasional  attacks  of  slight  jiiundice  fur  8  years.  On  two  occasions  the  cjst 
had  been  tapped.  At  the  time  of  the  patient's  admission  into  U.  0.  H.  the  abdomen  was 
greatly  distended  as  low  as  the  umbilicus  by  a  cystic  enlargement  of  the  liver.  On  April  22, 
1899,  the  abdomen  was  opened  by  a  vertical  incision  below  the  right  costal  margin  and  a 
large  cyst  found  projecting  below  the  edge  of  the  liver.  The  cyst  was  incised  and  about 
6  pints  of  fluid  containing  hydatids  evacuated.  Tlie  edges  of  the  cyst  were  stitched  to  the 
abdominal  wall  and  two  drainage-tubes  inserted.  Eepeated  vomiting  occurred  after  the 
operation  and  the  patient  died  on  April  26.    (Mr.  Pollard's  Case-book,  1899,  p.  96.) 

1567  -A-  sagittal  section  of  the  right  lobe  of  a  liver,  in  which  there  is  a  large  abscess- 
cavity,  which  was  opened  by  operation.    The  abscess-cavity  occupies  the  upper 
.      part  of  the  liver,  rising  above  in  the  form  of  a  rounded  dome.    The  cavity  is 
■^'O^'^'-^     nearly  circular  in  outline  and  measures  10  cm.  in  diameter.    Its  inner  surface  is 
,,jkA«^^      irregular  and  the  cavity  is  surrounded  by  a  well-marked  zone  of  induration,  the 
part  of  the  wall  which  rises  above  the  natural  surface  of  the  liver  being  only 
5  mm.  in  thickness.    On  the  outer  and  posterior  aspect  of  the  Hver  is  the 
opening  through  which  the  abscess  was  drained.     In  the  surrounding  liver- 
substance  are  seen  the  sections  of  thickened  veins  which  are  occupied  by  softened 
yellow  thrombi.  7801 
Prom  a  man,  aged  42,  who  had  had  cholera  and  dysentery  in  India  15  years  previously.  On 
admission  into  U.  0.  H.  the  patient  was  suffering  from  dysenteric  diarrhoea,  with  irregular  fever 
and  enlargement  of  the  liver.    A  large  abscess  in  the  liver  was  opened  through  the  diaphragm 
and  pleura,  and  drained.    Death  occurred  on  the  11th  day.    There  were  multiple  small 
abscesses  in  the  liver;  there  was  extensive  ulceration  of  the  large  intestine.    Ihe  mucous 
membrane  of  the  vermiform  appendix  was  ulcerated,  one  ulcer  having  perforated,    ihere  was 
purulent  peritonitis  in  the  pelvis.    (Surg.  Ecg.  Eep.  1897,  p.  26,  Ko.  62/.) 


1  So 
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Shrnt  ?/th     Kce  o7tL  liv°er  and  throagh  i(  the  abscess  was  opened  by 
OD.ratioa     At  one  spot  the  abscess-cavity  reaches  the  npper  surface  of  the  hve 
aSd  .t  a  corrtsponding  point  on  the  under  surface  causes  a  distinct  bulging  ;  below 
Tid  £eWnd  t,h?eavit/f!,r  a  distance  of  6  cm.  the  liver-substance  is  soitened  and 
brealdng  down  as  the  result  of  the  extension  of  the  suppuration  into  it.        8 ,  »4 

T7..oma°man  a^ecl  26  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Dr  Bradford  on 
^rrOOO  dysenterv  from  which  he  was  then  sufiering  began  ni  Calcutte  m  the 

precedL  August.    Ou  admission  there  was  irregular  fever  with  tenderness  over  the  liver  a  d 
s^ome  u^^atdlxtension  of  the  liver-dulness.    On  Dec.  29  Mr.  J^^J'^^f  ^^^^/^^JX^ 
liver  with  an  aspirator  through  the  9th  interspace;   a  few  drops  of  pus  we. e  withcliawn 
aTt  oTl^Oth^  was  -Ld  ^^e  diaph^^^^^  P  e-  and  t.e 

ZdLtfrn  :ufa&gethtlnsiS  Profuse  and^liarrh.a  with 

muc  nS us^in  the  stools  continued  ;  the  fever  persisted  and  the  pu  lent  steadily  lost  strength. 
OrSan  17  30  ounces  of  blood-stained  fluid  were  withdrawn  with  the  aspirator  from  the 
right  pi;ural  cav°ty.  Death  occurred  on  Jan.  29.  Tiiere  was  extensive  dysenteric  ulceration 
of  the  large  intestine. 

1569  Numerous  minute  biliary  calculi  composed  of  cholesterine,  which  were 
found  in  the  pus  of  an  abscess  of  the  liver.  They  are  mostly  quadrilateral  plates 
rather  less  than  2  mm,  in  diameter.  ^^'^'^ 

From  a  tropical  abscess  of  the  liver  in  a  man  aged  31.    (Godlee,  "On  the  Surgical  Aspect  of 
Hepatic  Abscess,"  B.  M.  J.,  Jan.  1900,  Case  xv.) 

1570  A  gall-bladder  filled  with  gall-stones,  which  was  removed  by  operation.  Tlie 
gall-bladder  is  pyriform  in  shape  and  7  cm.  in  length.  During  the  operation  for 
its  removal  the  muscular  coat  has  been  extensively  stripped  from  the  mucous 
membrane,  which  is  tightly  stretched  over  the  small  facetted  gall-stones  with 
which  the  gall-bladder  is  packed.  A  single  stone,  larger  than  the  rest,  occupies 
the  neck  of  the  gall-bladder  and  above  this  is  seen  the  divided  lumen  of  the 
cystic  duct.  The  mucous  membrane  of  the  gall-bladder  is  smooth,  opaque,  and 
thickened.  8282 


1571.  A  cylindrical  gall-stone  with  bluntly  rounded  extremities,  measuring  4-5  cm. 

in  length  and  2-5  cm.  in  width.  The  surface  is  in  some  parts  coarsely  granular. 
.  and  crystalline  and  in  others  distinctly  nodular.    The  gall-stone  is  pale  in  colour 

and  slightly  bile-stained.  7947 

The  calculus  was  removed  from  the  cystic  duct  of  a  woman  aged  62. 


1572.  An  irregularly  shrunken  and  thickened  gall-bladder  removed  by  operation. 
The  lumen  is  occupied  by  a  fragment  of  a  gall-stone,  the  fractured  surface  of 
which  is  deeply  bile-stained.  On  the  upper  surface  of  the  specimen  is  seen  the 
divided  cystic  duct,  the  lumen  of  which  is  obliterated.  7823 

From  a  woman,  aged  41,  who  was  admitted  into  U.  0.  IT.,  under  the  care  of  Mr.  Barker, 
May  14, 1897.  On  Oct.  3, 1894,  cholecystotoiny  had  been  performed  at  the  Women's  Hospital 
and  a  large  number  of  calculi  removed.  A  fistula  remained  ;  there  was  no  history  of  jaundice. 
On  admission  the  fistula  discharged  a  small  quantity  of  mucoid  fluid.  On  May  27,  1897,  the 
gall-bladder  was  excised,  together  with  the  Oslula.  Fiitieiit  was  discharged  on  August  3,  the 
wound  having  nearly  healed.   (Mr.  Barker's  Cat,e-bookis,  1897,  vol.  i,  p.  279.) 
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1573.  A  fiall-stone,  IG  mm.  in  length,  removed  by  operation  from  the  common  bile- 
duct.  The  surface  is  uTegularly  broken,  but  presents  on  two  aspects  the  remains 
of  facets.    Ihe  smaller  calculi  were  removed  by  irrigation  from  the  hepatic  ducts. 

8861 

From  a  man,  aged  02,  wbo  liad  been  ill  for  18  months  with  wasting,  extreme  jaundice,  and  rigors 
Ihe  operation  was  periormed  Mr.  Godlee.  The  pahient  was  tonporarily  completely 
restored  to  health,  butdied  about  18  months  after  tlie  operation  with  symptoms  of  suppuration 


A"  gall-stone,  2-3  cm.  in  length,  removed  by  operation  from  the  common 
bile-duct.  g859 

From  aman,  nged  37,  who  was  admitted  into  TJ.  C.  H.,  under  the  care  of  Mr.  Godlee  on  Oct  7 
1001.  Two  years  previously  an  attack  of  jaundice  lasting  many  weeks  occurred!  In  May' 
19U0,  the  abd  omen  had  been  opened  and  a  bard  mass  felt  which  was  thoiight  to  be  a  malignant 
growth  in  tlie  head  of  the  pancreas.  The  jaundice  persisted  with  varying  intensity  and  in 
Oct.  1901  was  well  marked  ;  thpre  were  frequent  attacks  of  fever,  but  no' rigors;  the  liver  was 
enlarged.  On  Oct.  15,  1901,  the  abdomen  was  again  opened  and  a  stone  felt  in  the  common 
bile-duct.  The  stone  was  removed  through  an  incision  in  the  duct,  and  drainage-tubes  were 
inserted  into  the  latter  and  into  the  gall-bladder.  Death  occurred  from  peritonitis  on  the 
12th  daj',  after  numerous  attacks  of  hfcmorrhage  from  the  wound. 


1575.  Four  gall-stones  removed  by  operation  from  the  gall-bladder  and  cystic  duct 
from  a  case  in  which  there  was  also  malignant  disease  of  the  liver.  The  three 
calculi  which  occupied  the  much-distended  gall-bladder  are  smooth  and  facetted. 
The  lowest  stone,  which  was  very  firmly  impacted  in  the  cystic  duct,  is  rough, 
reddish-brown  in  colour,  and  facetted  only  at  its  upper  extremity.  8860 

From  a  woman,  aged  30.  in  whom  there  was  intense  jaundice.  Oholecystotomy  was  performed 
by  Mr.  Godlee.  Troublesome  hcemorrhage  subsequently  occurred  from  the  wound.  Death 
occurred  some  months  after  the  operation.  The  growth  in  the  liver  was  a  columnar-cell 
carcinoma  of  the  bile-ducts. 


1576.  An  ellipsoidal  gall-stone,  3-5  cm.  in  length.    It  has  a  lowly  lobulated  smooth 
surface  and  a  yellowish-brown  colour.  8857 

From  a  middle-aged  woman,  who  was  under  the  oare  of  Mr.  Godlee  in  the  Brompton  Hospital. 
Malignant  disease,  probably  involving  the  hepatic  flexure  of  the  colon,  was  diagnosed.  .  An 
exploratory  abdominal  section  was  performed  and  appeared  to  confirm  this  diagnosis.  Long 
afterwards  the  gall-stone  preserved  in  the  specimen  was  passed  per  rectum,  and  the  patient 
was  completely  restored  to  health. 


INJUEIES  OF  AND  OPERATIONS  UPON  THE  SPLEEN. 

Eupture  or  wound  of  the  spleen  is  attended  with  profuse  haemorrhage,  which  often 
proves  fatal  (1577).  A  ruptured  spleen  has  been  successfully  removed  by  operation, 
and  the  organ  has  also  been  successfully  excised  for  hypertrophy  and  other  diseased 
conditions. 


1577.  A  spleen  presCTiting^  numerous  superficial  ruptures  almost  confined  to  the 
inner  surface!  '   "  '  5500 

From  a  man,  aged  27,  who  was  struck  on  the  left  hip  by  a  buffer.  There  was  crepitus  about 
the  left  hip  with  shortening  of  the  limb  and  considerable  extrava.sation  of  blood  over  the 
trochanter,  and  pain  over  the  left  lower  ribs.  Death  occurred  on  the  2nd  day.  There  was 
a  comminuted  fracture  of  the  upper  end  of  the  left  femur  with  fracture  of  the  acetabulum. 
All  the  ribs  on  the  left  side  below  the  6th  were  broken  ;  there  were  superficial  wounds  on  the 
surface  of  the  left  lung  with  haiinothorax,  In  connection  with  the  rupture  of  the  spleen  lhei*e 
was  hsDmorrhage  into  the  gastro-splenic  omentum.  The  left  kidney  was  superficially  ruptured. 
(Mr.  Heath's  Vase-books,  1880,  vol  ii,  p.  478.) 


INJUEIBS  OP  THE  INTESTIITES. 
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INJTJEIES  AND  DISEASES  OF  THE  INTESTINES. 

Injukibs. 

Coniusion  of  the  intestines  is  occasionally  followed  by  sloughing  of  the  damaged 

portion.  . 

Rupture  of  the  intestines,  without  external  wound,  much  more  commonly  involves 
the  small  than  the  large  bowel.  The  rupture  probably  results  in  most  cases  from 
the  violent  compression  of  the  bowel  against  the  spine.  Owing  to  its  relation  to  the 
spine  and  its  want  of  free  mobility,  the  third  part  of  the  duodenum  is  particularly 
liable  to  rupture  in  severe  abdominal  contusions  (1579).  In  rupture  of  the  thu-d 
part  of  the  duodenum  the  rent  in  the  gut  may  be  behind  the  peritoneum,  but  in  all 
other  situations  the  peritoneal  coat  is  torn. 

Wound  of  the  intestines,  more  common  in  the  small  than  the  large,  is  most 
commonly  due  to  a  stab  or  a  gun-shot  wound  ;  in  the  latter  case  the  perforations  are 
often  multiple.  It  is  characteristic  of  ruptures  and  perforations  of  the  intestines 
that,'  owing  to  the  retraction  of  the  muscular  coat,  the  edge  of  the  opening  is 
formed  by  the  everted  mucous  membrane  (1580),  thus  contrasting  with  most 
perforations  following  ulceration  (i£)82)."" 

1578.  The  pyloric  end  of  a  stomach  with  part  of  the  duodenum,  the  latter  ruptured 
by  external  violence  in  its  second  part.  The  rupture  extends  almost  completely 
around  the  intestine,  the  continuity  of  w"hich  is  preserved  only  by  two  narrow 
strips,  the  larger  about  12  mm.  in  breadth.  The  mucous  membrane  is  much  everted 
and  completely  overlaps  the  torn  edge  of  the  rest  of  the  wall  of  the  bowel.  The 
everted  mucous  membrane  is  thickened  and  is  united  by  inflammatory  exudation 
to  the  surface  which  it  overlaps.  (590 

The  injury  was  caused  by  the  wheel  of  a  carriage  passing  over  the  upper  part  of  the 
abdomen. 


1579.  The  lower  part  of  a  duodenum,  with  the  commencement  of  the  jejunum.  In 
the  duodenum  is  a  rounded  lacerated  aperture  about  2  cm.  in  diameter.  The 
opening  in  the  peritoneum  and  muscular  coat  slightly  exceeds  in  size  that  in  the 
mucous  membrane.  5060 

The  patient,  a  man  aged  30,  fell  upon  bis  abdomen  in  the  street;  so  far  as  he  knew,  he  fell  on 
no  projecting  object.  He  at  once  felt  acute  pain  in  the  abdomen.  When  admitted  he  was 
suffering  from  acute  peritonitis,  and  died  30  hours  after  the  accident.  On  opening  the 
abdomen  a  considerable  quantity  of  undigested  food  was  found  in  the  peritoneal  cavity. 

1580.  Two  pieces  of  small  intestine,  the  lower  of  which  has  been  laid  open  longi- 
tudinally, each  piece  having  been  perforated  by  a  bullet.  In  the  upper,  unopened 
portion  the  two  apertures  are  situated  at  the  same  level  on  opposite  aspects  •  the 
openings  are  unequal  in  size,  rounded  in  outline,  and  in  each  the  mucous  mem- 
brane IS  everted  around  the  edge  of  the  opening.  In  the  lower  piece  of  intestine 
tlie  two  wounds  lie  close  together  in  the  line  of  the  axis  of  the  bowel  •  the  upner 
opening  is  i-ounded  and  the  lower  oval;  in  both  the  mucous  membrane  is  prominentlv 
everted.  On  the  opposite  aspect  of  the  bowel  the  mucous  membrane  presents  a 
vertical  rent,  around  which  the  mucous  membrane  is  swollen  and  discoloured. 

5504 

From  a  man,  aged  30,  who  died  from  commencing  general  peritonitis  18  Irmira  nffo,.  fi 
infl.ction  of  a  suicidal  bullet-wound  of  the  abdLen.     Tlfo  Set  enttpH^^^  t 
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1581.  A  coil  of  small  intesUae,  in  which  the  coutiuuity  of  the  bowel  was  restored 
by  end  to  end  suture,  after  excision  of  the  part  wounded  by  a  bullet.  The  seat  of 
the  operation  is  indicated  only  by  a  row  of  silk  sutures  iu  tlie  intestine  and 
mesentery.     There  are  numerous  patches  of  inflammatory  exudation  on  the 

.  adjacent  parts  of  the  intestine.  6325 

From  a  man,  aged  37,  who  was  admitted  into  U.  C.  H.  in  November  1887,  suffering  from  a 
bullet-wound  of  the  abdomen.  Abdominal  section  whs  performed  by  Mr.  Barker,  and  a  coil 
of  small  intestuie,  in  which  were  two  bullet  wounds,  was  excised.  The  ends  were  brought 
togetlier  by  a  continuous  silk  suture,  not  including  the  mucous  membrane,  and  a  second  row 
of  Lembert's  sutures.  On  the  5th  day  stercoraceous  vomiting  set  in,  the  abdominal  incision 
was  reopened,  but  no  cause  for  the  symptoms  was  detected.  Death  occurred  on  the  6th  day. 
At  the  jMst  mortem  examination  the  sutured  intestine  was  found  to  be  freely  pervious  and 
the  apposition  was  perfect;  there  was  early  general  peritonitis.  The  tissues  around  the 
track  of  the  bullet  were  sloughy.    (Surg.  Eeg.  Rep.,  1887,  p.  135,  No.  2545.) 


Ulc£EAtion  of  the  Duodenum  following  seveeb  Buen  of  the  Skin. 

In  very  rare  instances  ulceration  of  the  duodenum  has  been  met  with  in  cases  of 
severe  burn  of  the  skin.  It  has  been  known  to  prove  fatal  by  haemorrhage  or  by 
perforation  into  the  peritoneal  cavity. 

1582.  The  duodenum,  probably  of  a  child,  in  the  first  part  of  which  is  a  perforating 
ulcer.  The  ulcer,  which  lies  with  its  long  axis  parallel  with  the  axis  of  the  bowel, 
is  2  cm.  in  length,  and  in  the  natural  position  of  the  parts  its  floor  was  formed  by 
the  pancreas,  which  has  been  turned  downwards  at  the  back  of  the  specimen  and 
remains  adherent  only  to  the  lowest  border  of  the  opening.  The  edges  of  the 
ulcer  are  rounded,  except  the  lower  border,  which  is  shelving.  The  surrounding 
mucous  membrane  is  superficially  eroded.  5029 
The  ulceration  followed  a  severe  burn. 


ABDOMINAL  HERNIA. 


Hernia  of  the  abdomen  is  a  protrusion  of  some  of  the  contents  of  the  abdominal 
cavity  through  one  of  the  natural  openings  for  the  passage  of  vessels  and  nerves,  or 
through  any  part  of  the  abdominal  wall  which  is  by  nature  weak  or  has  been  weakened 
by  injury  or  disease.  Hernial  tumours  of  the  abdomen  are  composed  of  a  sac,  the 
coverings  of  the  sac,  and  the  contents. 

The  specimens  have  been  arranged  in  the  following  order : — 

I.  Specimens  illustrating  Hernia  iu  general. 

a.  The  Sac. 

b.  The  Coverings. 

c.  The  Contents. 

d.  Irreducible  Hernia. 

II.  Special  HeruisB. 
III.  Strangulated  Hernia. 


The  Heenial  Sao. 

In  certain  forms  of  hernia  the  peritoneal  sac  is  comjeniial  and  results  from 
arresteTSveloTmTnt,  as  in  the  case  of  an  unoWiterated  processus  ^agn,al^s  testis 
Taf  oth:rfo?r  the  sac  is  ac^ired^  and  is  formed  by  a  1-;-  ^.^''^^^^^^^^^ 
peritoneum  thrust  through  the  opening  m  f  ^^-^^^'^'X  ^    \s  Cimi^m^^^ 
viscera.    It  is  described  as  having  a  neck  and  body.     Ihe  nal  is  the  muiow  p 
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exposed  either  between  the  contents  and  the  abdominal  walls,  or  beneath  the  pad  of 
a  truss  (1586).  With  this  thickening  there  is  a  tendency  to  contraction,  which, 
unless  counteracted  by  the  stretching  caused  by  the  protrusion  o£  the  viscera  may 
occasionally  lead  to  complete  occlusion  (1587).  In  old  herni*_  the  sac  is  unitormly 
thicker  and  more  opaque  than  normal  peritoneum.  The  sac  is  always  more  or  less 
adherent  to  the  surrounding  parts,  and  cannot,  except  m  very  exceptional  circum- 
stances, be  reduced  into  the  abdomen.  In  certain  hernia  of  the  bladder,  caecum, 
and  sigmoid  colon  the  sac  is  in  part  deficient. 

1583  The  sac  of  a  small  femoral  hernia.  The  sac  is  of  a  truncated  conical  form, 
its  neck  being  its  largest  part.  The  peritoneum  forming  it  is  not  different  in 
appearance  from  that  lining  the  abdominal  wall  in  its  neighbourhood.  Ihe 
exterior  of  the  sac  is  thickly  covered  with  lobules  of  fat.  2305 

1584.  The  sac  of  an  umbilical  hernia,  with  the  adjacent  part  of  the  abdominal  wall. 
The  neck  of  the  sac  is  of  an  oval  form,  and  immediately  beyond  the  neck  the  sac 
is  expanded  in  a  globe-like  form,  and  widely  overlaps  the  adjoining  part  of  the 
abdominal  wall.  The  peritoneum  forming  the  sac  is  loosely  wrinkled,  and  has  the 
appearance  of  peritoneum  as  it  naturally  lines  the  abdominal  wall.  The  peri- 
toneum which  forms  the  neck  of  the  sac,  and  that  for  a  short  distance  around,  is 
slightly  thickened  and  more  opaque  than  natural,  and  appears  firmly  adherent  to 
the  parts  on  which  it  lies.  The  skin  over  the  sac  is  for  the  most  part  very  thin 
and  on  the  summit  is  scarcely  recognisable.  723 

1585.  The  sac  of  a  large  inguinal  hernia,  which  has  descended  into  the  scrotum  and 
rests  below  on  the  tunica  vaginalis,  which  appears  to  have  been  slightly  distended 
into  a  hydrocele.  A  falciform  fold  crosses  the  back  of  the  sac,  so  as  externally  to 
render  it  bilobed ;  the  fold  consists  of  peritoneum,  in  which  a  firm  cord-like 
process  of  connective  tissue  has  been  developed ;  the  part  of  the  sac  above  the 
constriction  is  considerably  larger  than  the  portion  below.  2303 


1586.  The  sac  of  a  small  inguinal  hernia,  with  a  piece  of  the  peritoneum  of  the 
abdominal  wall.  The  sac  is  shallow,  its  interior  uneven  and  wrinkled,  and  the 
peritoneum  forming  it  greatly  thickened  and  devoid  of  transparency  ;  the  tissues 
lying  around  the  sac  appear  to  have  been  closely  united  with  it.  The  peritoneum 
in  the  neighbourhood  of  the  protrusion  presents  changes  similar  to  those  in 
the  sac  itself,  being  thickened,  opaque,  and  deeply  wrinkled.  705 


1587.  A  portion  of  parietal  peritoneum,  connected  with  which  is  the  obliterated  sac 
of  a  small  femoral  hernia.  The  remains  of  the  sac  (seen  on  the  back  of  the 
specimen)  form  a  solid  club-shaped  pendulous  mass  3-5  cm.  in  length ;  the  neck 
oi;  the  sac  is  not  completely  obliterated,  a  semilunar  fold  of  peritoneum  remaining 
to  indicate  its  position.  The  peritoneum  in  the  neighbourhood  of  the  protrusion 
is  considerably  thickened  and  creased  in  a  radiate  manner  around  the  neck  of  the 
sac.  A  slender  cord-like  process  of  fibrous  tissue  is  attached  to  the  peritoneum 
near  the  neck  of  the  hernial  sac,  apparently  the  remains  of  an  adhesion  passing 
either  to  the  omentum  or  to  some  portion  of  intestine.  123 
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1588.  The  sac  of  a  small  right  inguinal  hernia  removed  by  operation  laid  onen  Tn 
two  positions  one  immediately  below  the  neck  and  the  other  midway  between 

his  and  the  fundus,  the  sac  is  constricted  by  a  fibrous  thickening  oT  the  wall 
which  projects  prominently  on  the  inner  surface.     In  connection  with  the  lower 
constriction  a  lobulated  mass  of  small  shrunken  cysts  projects  into  the  ac 

wrt^in  I  ri  T^'T'"''  '-^/'^  «tate  the  cysts 

weie  thm-walled  and  contained  mucoid  fluid.  In  connection  with  the  upper  con- 
striction there  IS  a  similar  but  less  marked  cystic  formation.  The  who^e  sad 
thicker  than  natural,  and  its  inner  surface  reticular.  8^44 

Mi^oscopic  Structure -The  wall  of  tlie  hernial  sac  consists  of  loose  connective  tissue  uuder- 
going  extensiye  hyahne  change,  and  with  abundant  «mall  vessels  surrounded  5  a  rou^d  Si 
infiltration.    The  cystic  change  appears  to  have  resulted  from  mucous  softening 

l^rom  a  man  aged  60  m  whom,  in  addition  to  a  right  inguinal  hernia,  a  grldual  enlarce- 
ment  of  the  r.ght  testicle  had  been  noticed  for  tw'o  months,  with  abdomfnal  discomfort. 
^ our  or  fave  years  previously  an  attack  of  hemoptysis  had  occurred.  There  was  harsh 
breathing  at  the  apex  of  the  right  lung  ;  there  was  a  hard  mass  at  ihe  upper  part  of  the 
right  testicle  ;  the  vas  was  not  enlarged ;  the  vesiculie  and  left  testicle  appeared  normal  The 
right  testicle  was  removed  and  radical  cure  of  the  hernia  performed  by  Mr.  Godlee.  The 
Sras^sSrhelWe     "  "^l^^reous  mass  in  the  epididymis,  is  preserved  among 

1589.  A  thin-walled  cyst,  which  is  connected  with  the  lower  extremity  of  the  sac 
of  an  inguinal  hernia.  85^9 

From  a  single  woman,  aged  31,  A  small  swelling  had  been  noticed  in  the  right  groin  for 
two  months.    The  cyst  is  probably  a  hydrocele  of  the  canal  of  Nuck. 

1590.  The  sac  of  a  femoral  hernia  removed  by  operation.  It  is  thin  and  reticulated 
on  its  inner  surface,  and  some  strands  of  fibrous  omentum  are  adherent  in  the 
region  of  the  neck.  In  one  situation  a  group  of  three  very  thin-walled  cysts,  the 
largest  15  mm.  in  length,  projects  from  the  inner  surface  of  the  hernial  sac. 
Attached  to  the  wall  of  the  largest  cyst  is  a  fibrous  nodule  the  size  of  a  small 
pea,  softened  in  the  centre.  7785 

From  a  woman,  aged  38.    Operation  was  performed  for  strangulation  of  the  hernia. 

1591.  A  small  part  of  the  peritoneum  lining  the  abdominal  wall  of  the  inguinal 
region,  together  with  the  obliterated  sac  of  a  small  hernia.  In  the  lower  part  of 
the  peritoneum  there  is  a  puckered  depression,  attached  to  the  outer  aspect  of 
which  is  a  dense  fibrous  cord  surrounded  by  fat ;  in  connection  with  this  cord  is  a 
flask-shaped  calcareous  body  measuring  1*5  cm.  in  length. 

Removed  post  mortem  from  the  body  of  an  old  man. 

1592.  A  portion  of  peritoneum  liuing  the  abdominal  wall,  and  the  sac  of  a  small 
femoral  hernia  connected  with  it.  The  size  of  the  sac  is  exaggerated  in  appear- 
ance by  an  accumulation  of  loose  adipose  tissue  around  it.  The  neck  oE  the  sac  is 
almost  occluded  by  thickening  and  subsequeut  contraction  of  the  peritoneum 
forming  it ;  a  bristle  has  been  passed  through  the  neck  into  the  sac  be^'ond,  the 
wall  of  which  is  not  apparently  changed  in  texture,  but  the  abdominal  peritoneum, 
for  a  short  distance  around  the  neck  of  the  sac,  is  increased  in  thickness.  2661 


The  Coveeikgs  or  the  Sac. 

These  vary  with  each  form  of  hernia  ;  but  in  all,  the  coverings  in  imiiiodiate  con- 
tact with  the  sac  are  the  subperitoneal  tissue  and  the  internal  abdoniiual  fat^cia  (fascia 
transversalis,  iliaca,  &c.).     The  amount  of  fat  in  the  subperitoneal  tissue  varies  in 
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different  subjects,  and  in  all  cases  of  old  hernia  this  layer  becomes  blended  inseparably 
with  the  fascia,  forming  a  single  covering  known  as  the  'fascia  propria    ot  tb»< 
hernia     In  old  hernia  the  fat  mav  entirely  disappear,  and  the  fascia  propria  tben  . 
forms  a  tou^h  membrane.    In  other  cases  the  subperitoneal  fat  covering  a  small 
hernial  sac  nTay  increase  in  amount  so  as  to  simulate  a  fatty  tumour.    In  all  herniae 
of  any  standing  it  is  difficult  to  separate  the  deeper  coverings  one  from  another. 

1593.  A  dissection  of  the  parts  concerned  in  an  oblique  inguinal  hernia  of  the 
right  side.  Parts  of  the  coverings  of  the  hernia  have  been  successively  removed, 
80°  that  there  are  exposed,  from  without  inwards,  the  intercolumnar  fascia  con- 
tinuous with  the  aponeurosis  of  the  external  oblique  muscle,  the  cremasteric  fascia, 
the  transversalis  fascia,  the  subperitoneal  areolar  tissue,  the  peritoneal  sac,  and  the 
omentum  within  the  sac. 


The  Contents  op  the  Sac. 

These  are  most  commonly  small  intestine  and  omentum ;  in  an  ordinary  reducible 
hernia  the  intestine  diifers  in  no  way  from  its  normal  state  (1594).  Omentum 
which  has  been  long  in  a  hernial  sac  usually  has  its  folds  more  or  less  matted 
together  (1596).  The  large  intestine  less  commonly  enters  a  hernia  ;  the  transverse 
colon  is  most  usually  met  with  in  umbilical  hernisB  ;  the  sigmoid  colon  most 
commonly  enters  a  left  inguinal  hernia  ;  the  cEecum  is  chieily  met  with  in  congenital 
hernia  of  the  right  side.  The  vermiform  appendix  may  form  the  sole  contents  of  a 
hernial  sac  (1601). 

In  exceptional  cases,  especially  of  ventral  or  umbilical  hernia,  almost  any  of  the 
abdominal  viscera,  except  the  pancreas,  may  be  found  wholly  or  partly  in  the  sac. 
Of  the  pelvic  viscera,  the  bladder,  uterus,  ovary,  or  Fallopian  tube  may  be  found  in  the 
sac ;  of  these  the  ovary  is  by  far  the  most  common. 

1594.  The  lower  part  of  the  abdominal  wall  of  the  right  side,  and  an  external 
inguinal  hernia  which  occupies  the  scrotum.  The  inguinal  canal  has  lost  its 
cbhquity,  and  passes  almost  directly  forwards.  Beyond  its  neck  the  sac  expands 
so  as  to  form  a  large  ovoid  swelling.  The  sac  is  occupied  by  intestine  ;  its  inner 
surface  and  the  intestine  are  uniformly  smooth,  and  present  no  unnatural 
appearance.  The  sac  measures  13  cm.  in  length  ;  the  testicle  is  situated  behind 
and  to  the  outer  side  of  its  lowest  part.  The  tunica  vaginalis  is  slightly  distended 
into  a  hydrocele. 


1595.  A  small  umbilical  hernia,  with  the  adjoining  part  of  the  abdominal  wall.  The 
protrusion  appears  to  have  come  through  the  middle  of  the  umbilicus.  The  sac 
has  a  distinct  covering  from  the  aponeurosis  of  the  external  oblique,  and  between 
this  covering  and  the  sac  is  some  delicate  areolar  tissue,  possibly  representing  the 
transversalis  fascia.  At  the  summit  of  the  hernia  all  the  coverings  are  blended 
indistinguishably  with  the  sac,  and  the  overlying  skin  is  smooth.  The  contents 
of  the  hernia  are  formed  wholly  by  omentum,  the  folds  of  which  are  readily 
separable,  and  the  fat  unaltered  in  appearance.  The  sac,  where  unopened,  has  a 
somewhat  knotty  or  lobulated  surface  in  correspondence  with  the  folded  omentum 
within  it.  3745 

1596.  Part  of  a  mass  of  omentum  from  an  umbilical  hernia.  The  protruded 
portion  has  become  a  single  compact  mass  by  long-continued  inflammation  of  its 

.  624 
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IeREDTJOIBLB  HURNrA. 

An  irreducible  hernia  is  one  in  which  the  contents  cannot  be  returned  into  the 
ahdomen,  and  yet  are  not  held  so  tightly  at  the  neck  of  the  sac  as  to  interfere  with 
then-  circulation  and  the  performance  of  their  functions.  In  many  hernite  the 
contents  are  partly  reducible  and  partly  irreducible. 

The  most  important  causes  of  irreducible  hernia  are  : — 

1.  The  presence  of  adhesions  (a)  between  the  sac  and  its  contents,  usually 

omentum  (1597),  or  (h)  between  different  parts  of  the  contents.  Thus  very 
commonly  the  different  folds  of  a  portion  of  omentum  may  become  so 
adherent  as  to  convert  it  into  a  solid  mass  too  large  to  return  through  the 
aperture  by  which  it  descended ;  less  commonly  adhesions  may  form 
between  different  loops  of  intestine  (1599)  or  between  intestine  and  omentum, 

2.  G-radual  thickening  and  contraction  of  the  neck  of  the  sac. 

3.  An  accumulation  of  mesenteric  fat  in  connection  with  the  bowel  in  the  hernia, 

especially  in  hernisB  of  the  large  intestine.  Nos.  1600,  1601  illustrate  a 
similar  condition  in  connection  with  the  vermiform  appendix. 

4.  The  absence  of  a  complete  peritoneal  sac.    In  certain  hernias  of  the  bladder, 

caecum,  and  sigmoid  colon  the  protruded  viscus  is  imperfectly  covered  by 
the  peritoneal  sac,  and  is  therefore  adherent  to  the  surrounding  structures 
and  irreducible, 

1597.  The  lower  part  of  the  anterior  abdominal  wall  of  the  left  side,  with  an 
irreducible  external  inguinal  hernia.  The  hernia  passes  about  8  cm,  below 
the  external  abdominal  ring,  which  is  dilated  to  about  2*5  cm.  in  diameter  by  the 
highest  part  of  the  sac.  The  sac  of  the  hernia  becomes  slightly  larger  as  traced 
from  the  external  ring,  and  is  somewhat  club-shaped.  The  sac  is  completely 
filled  with  indurated  omentum,  which  in  places  is  adherent  to  it.  4594 

1598.  The  parts  concerned  in  an  old  irreducible  inguinal  hernia  of  the  right  side. 
The  hernia  has  descended  into  the  scrotum,  and  rests  on  the  testicle.  The  sac  is 
]0  cm,  in  length,  and  of  a  long  oval  form.  The  hernial  sac  is  filled  with  small 
intestine,  the  surface  of  which  is  coated  with  a  thin  shreddy  layer  of  fibrous 
tissue ;  the  interior  of  the  sac  has  a  similar  covering ;  and  at  the  lower  part  of  the 
hernia  the  intestine  is  connected  with  the  sac  by  thick  bands  of  adhesion.  The 
peritoneum  of  the  sac  is  slightly  thickened  and  more  opaque  than  natural.  On  the 
inner  side,  immediately  above  the  neck  of  the  sac,  the  intestine  is  dilated  and 
firmly  adherent  to  the  peritoneum  lining  the  abdominal  wall.  The  coverings  of 
the  sac,  excluding  the  skin  and  subcutaneous  fat,  have  been  dissected  in  four 
layers.  4856 

1599.  A.  large,  irreducible,  external  inguinal  hernia,  with  the  part  of  the  abdominal 
wall  adjoining  its  neck.  The  protrusion  is  oval  in  form,  and  about  12  cm.  in 
length  ;  its  fundus  rests  on  the  testicle.  The  neck  of  the  sac  is  about  5  cm. 
in  diameter.  The  contents  are  composed  exclusively  of  intestine,  between  the 
coils  of  which  delicate  adhesions  have  been  formed,  as  well  as  between  the  intes- 
tine and  the  inside  of  the  sac.  The  intestine  within  the  abdomen  appears  to  have 
been  closely  adherent  to  the  peritoneum  lining  the  abdominal  wall  in  the  vicinity 
of  the  protrusion.  '  ^846 

1600  A  vermiform  appendix,  nearly  7  cm.  in  length,  which  was  removed^  by 
operation  from  the  sac  of  a  right  inguinal  hernia.  In  the  mesentery  there  is  a 
very  extensive  deposit  of  fat.  On  one  aspect,  of  the  specimen  the  surface  which 
was  adherent  to  the  hernial  sac  is  recognisable,  64oS  A 

From  a  man,  aged  50,  who  had  been  the  subject  of  a  right  ingmnal  hernia  since  childhood. 
The  hernia  was  partly  irreducible.    (Surg.  Reg.  Rop.  1889,  p.  2/0,  No.  / 14.) 
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1  fini   A  vermiform  appendix  removed  by  operation  from  the  sac  of  a  right  inguinal 
hemif    in  the  concavity  of  the  curved  appendix  there  is  an  excessive  deposit  of 
LtTihe  mesentery.    The  mucous  membrane  is  thickened,  and  in  it  is  embedded 
a  small  fragment  of  egg-shell. 
The  a«nendix  was  removed  by  operation  from  the  sac  of  a  right  inguinal  hernia  in  a  man, 
aged  52    The  hernia  was  of  14  months'  duration,  and  for  a  short  time  had  been  irreducible. 


SPECIAL  HERNIA. 
External  Inotjinal  Hernia. 

An  external  or  oblique  inguinal  hernia  escapes  from  the  abdomen  through  the 
internarabdominal  ring  on  the  outer. side  of  the  epigastric  artery  (1604),  and  follows 
t^e  course  of  the  spermatic  cord^ound  ligament  through  the  mgumal  canal.  In 
this  course  the  sac  receives  the  following  coverings  :—l.  Subperitoneal  tissue; 
2  Transversalis  fascia,  as  it  passes  through  the  internal  abdominal  ring ;  6.  Cre- 
masteric fascia,  formed  of  the  cremaster  muscle  and  the  fascia  between  the  bundles 
of  fibres  of  which  it  is  composed  (the  hernia  comes  in  contact  with  this  as  it  escapes 
from  beneath  the  lower  border  of  the  internal  oblique) ;  4.  The  intercolumnar 
fascia,  obtained  as  the  sac  passes  through  the  external  abdominal  ring ;  5.  The 
superficial  fascia  and  fat  (1.593). 

The  hernia  passes  downwards  almost  invariably  in  front  of  the  spermatic  cord, 
and,  however  large  the  sac  may  be,  the  testicle  is  always  situated  below  and  very 
slightly  behind  its  fundus  (1612).  The  hernia,  before  its  escape  from  the  external 
abdominal  ring,  is  sometimes  spoken  of  as  a  "  bubonocele."  When  it  has  passed 
into  the  scrotum  or  labium  it  is  called  a  scrotal  or  labial  hernia.  In  old  hernise  the 
internal  and  external  abdominal  rings  are  drawn  together  (1609) ;  the  sac  is 
usually  much  thickened  at  its  neck,  and  it  is  here  that  strangulation  most  frequently 
occurs.  The  contents  usually  consist  of  omentum  and  small  intestine,  but  the 
C£ecum  and  vermiform  appendix  or  the  sigmoid  colon  may  be  drawn  in.  Inguinal 
hernise  often  reach  an  enormous  size.  They  are  frequently  irreducible,  from  the 
formation  of  adhesions,  particularly  in  connection  with  omentum  (1612).  They  are 
most  common  in  males.  The  coexistence  of  an  inguinal  hernia  and  a  hydrocele  on 
the  same  side  is  not  uncommon  (1616). 

In  addition  to  the  ordinary  acquired  form  of  inguinal  hernia  above  described, 
certain  other  varieties  are  met  with  in  the  male,  which  are  dependent  on  abnormal 
conditions  of  the  processus  vaginalis  testis.    They  are  as  follows  : — 

1.  Funicular  Hernia. — The  processus  vaginalis  is  closed  normally  below  from  the 

tunica  vaginalis,  but  the  upper  part  remains  as  a  pouch  in  communica- 
tion with  the  peritoneal  cavity.  Into  this  funicular  process  the  hernia 
descends.  This  is  probably  the  common  form  of  hernia  in  infancy.  Its 
relation  to  the  testicle  and  spermatic  cord  are  practically  the  same  as  in 
acquired  hernia. 

2.  Hernia  into  the  Tunica  Vaginalis. — The  processus  vaginalis  remains  patent 

throughout  and  thus  the  hernia  descends  into  the  tunica  vaginalis  (1618). 
This  form  of  hernia  is  often  called  "  congenital,"  but  the  name  is  inappro- 
priate, for  the  hernia  may  first  appear  at  any  age.  If  the  hernia  is  largo 
and  tense  the  testicle  is  concealed  in  the  swelling.  The  neck  of  the  sac 
is  frequently  narrowed  by  a  sharp  constricting  ring,  due  apparently  to 
an  incomplete  obliteration  of  the  processus  vaginalis. 

3.  Infantile  Hernia. — In  the  form  of  hernia  to  which  the  name  "infantile"  is 

inappropriately  applied,  the  processus  vaginalis  testis  remains  unobliterated 
except  at  the  level  of  the  internal  abdominal  ring  and  the  hernial  sac  descends 
behind  it  and  oFten  bulges  forwards  into  it.     In  operating  on  such  a  hernia 
tlie  tunica  vaginalis  is  necessarily  opened  before  the  hernial  sac  is  reached 
but  the  hernia  presents  no  distinctive  clinical  features.  ' 
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1602.  A  testicle  with  the  spermatic  cord  and  part  of  the  abdominal  wall  of  the 
inguinal  region.  In  the  situation  of  the  inguinal  canal  the  peritoneum  of  Oie 
abdominal  wall  is  protruded  into  a  hernial  sac  which  lies  in  front  of  the  spenna  ic 
cord,  but  does  not  project  beyond  the  external  abdominal  ring  (bubouoLle)  727 

1603.  The  sac  of  an  inguinal  hernia,  with  the  part  of  the  abdominal  wall  around 
Its  neck,  and  the  testic^.     The  sac,  which  is  of  a  regular  oval  shape,  measures 

Its  neck  IS  about  12  mm.  m  diameter,  and  the  peritoneum  around  and  forming  it 
IS  thickened  and  opaque.  Below  its  neck  the  sac  enlarges  somewhat  abruptly 
and  Its  upper  and  lower  ends  are  almost  symmetrical  in  form ;  the  peritoneum 
tornnng  it  is  ot  natural  appearance  and  thrown  into  long  wrinkles. 

16p4.  The  sac  of  a  right  external  inguinal  hernia,  dried,  with  some  of  the  vessels 
injected  and  the  vas  deferens  filled  with  mercury.  The  sac  measures  13  cm  from 
its  neck  to  its  lowest  part.  The  situation  of  the  internal  abdominal  ring  is  marked 
by  the  injected  epigastric  artery,  a  part  of  which  remains  and  half  encircles  the 
neck  of  the  sac.  The  upper  part  of  the  sac  which  lay  within  the  inguinal  canal  is 
almost  cylindrical,  but  below  this  it  abruptly  enlarges  and  is  oval  in  shape  The 
cremasteric  artery,  which  appears  larger  than  natural,  spreads  out  into  numerous 
branches,  many  of  them  not  filled  with  the  injection,  which  ramify  on  the  sac, 
supplying  it  and  its  coverings.  The  spermatic  artery  has  not  been  injected! 
The  vas  deferens  lies  along  the  posterior  wall  of  the  sac.  706 

1605.  A  scrotal  inguinal  hernia  from  a  child,  dried  after  the  injection  of  its  vessels 
with  mercury.  The  sac  is  pyriform,  its  neck,  where  divided,  being  less  than  1  cm. 
in  diameter.  The  vessels  of  the  testicle  and  its  coverings  are  spread  out  on  the 
back  of  the  sac.  707 

1606.  The  parts  concerned  in  a  right  external  inguinal  hernia  dried  after  injection 
of  the  vessels.  The  sac  of  the  hernia  is  of  a  long  pear-like  form  and  its  neck  is 
almost  circular.  Beneath  the  peritoneum  the  deep  epigastric  artery  is  seen 
passing  around  the  inner  side  of  the  neck  of  the  sac;  and  branches  of  the 
cremasteric  artery  have  been  injected  on  the  back  of  the  sac.  4496 

1607.  Part  of  the  anterior  abdominal  wall  of  the  left  side  and  an  external  inguinal 
hernia,  di-ied  after  injection  of  the  blood-vessels.  The  hernia  has  descended  into 
the  scrotum.  The  deep  epigastric  artery  winds  around  the  inner  side  of  the  neck 
of  the  sac,  ascending  afterwards  slightly  outwards  over  the  rectus.  The  inguinal 
canal  is  direct,  and  the  epigastric  artery  appears  to  have  been  displaced  in  cor- 
respondence with  the  altered  position  of  the  internal  abdominal  ring,  and  winds 
unnaturally  inwards  towards  the  middle  line.  4526 

1608.  The  parts  concerned  in  a  right  external  inguinal  hernia,  dried  after  injection 
of  the  blood-vessels.  The  sac  is  elongated  and  rests  below  upon  the  tunica 
vaginalis.  The  epigastric  artery  winds  around  the  inner  aspect  of  the  neck  of  the 
sac  and  branches  of  the  spermatic  artery  ramify  on  its  posterior  surface.  4495 

1609.  The  sac  and  contents  of  a  large  right  external  inguino-scrotal  hernia,  with 
the  part  of  the  abdominal  wall  adjoining  its  neck,  the  parts  being  dried  after 
injection  of  the  vessels.  The  protrusion  is  of  an  oval  form,  tapering  towards  its 
upper  end,  and  measures  23  cm.  in  length.  The  inguinal  canal  passes  directly 
forwards,  and  is  reduced  to  one  large  oval  opening,  nearly  8  cm.  in  its  longest 

•  diameter.  The  spermatic  artery  and  veins  pass  directly  along  the  middle  of  the 
posterior  wall  of  the  sac,  and  the  epigastric  artery  passes  beneath  and  around  the 
inner  side  of  its  neck,  in  correspondence  with  which  it  lias  been  lengthened  and 
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describes  an  extensive  semicircular  curve.  The  deep  circumflex  iliac  artery  arises 
from  the  external  iliac  near  the  outer  side  of  the  neck  of  the  sac.  The  contents 
of  the  sac  appear  to  be  formed  entirely  by  intestine. 

1610.  The  parts  concerned  in  a  left  external  inguinal  hernia.  The  inguinal  canal  is 
stretched  by  the  upper  part  of  the  protrusion,  and  has  been  rendered  nearly 
direct.  The  sac  of  the  hernia  is  10  cm.  in  length,  and  gradually  enlarges  from 
its  upper  towards  its  lower  end;  it  is  filled  entirely  by  omentum.  The  tesh'cle 
lies  below  the  fundus  of  the  sac.  3790 

1611.  Part  of  the  sac  of  an  inguinal  hernia,  together  with  part  of  the  omentum 
filling  it,  and  the  atrophied  testicle.  The  omentum  in  the  sac  has  entirely  lost  its 
natural  appearance  and  is  converted  into  a  number  nf  dense,  elongated,  fatty 
masses  connected  together  and  at  several  places  with  the  hernial  sac  by  glistening 
fibrous  bands  and  cords.  5584 

The  parts  were  removed  by  operation. 

1612.  The  lower  part  of  an  abdominal  wall  of  the  left  side,  and  a  large  scrotal 
hernia.  The  protrusion  measures  18  cm.  in  length,  and  is  of  a  long  pyriform 
shape,  its  lower  end  being  slightly  the  larger.  The  inguinal  canal ''is  directed 
straight  forwards,  and  considerably  stretched  by  the  highest  part  of  the  hernia. 
The  contents  of  the  sac  are  exclusively  omentum.  The  testicle  is  situated 
immediately  below  the  fundus  of  the  sac,  by  the  advance  of  \vhich  it  has  been 
moved  downwards.  A  bristle  has  been  placed  in  the  part  of  the  vas  deferens 
which  lay  within  the  pelvis.  -^■03 

1613.  The  parts  concerned  in  an  external  inguinal  hernia  of  the  right  side.  The  sac 
IS  oval,  slightly  constricted  superiorly,  and  protrudes  4-5  cm.  from  the  external 
abdominal  ring.  The  wall  of  the  sac  is  thicker  and  less  transparent  than  healthy 
peritoneum.  The  portion  of  the  sac  within  the  inguinal  canal  is  filled  with 
indurated  and  adherent  omentum.    The  spermatic  cord  is  unusually  long.  709 

1614.  The  parts  concerned  in  an  external  inguinal  hernia  of  the  left  side  together 
with  part  of  the  sigmoid  colon.  The  abdominal  wall  has  been  dissected  from 
the  peritoneum  lining  it,  so  as  to  expose  the  portion  of  the  sac  within  the 
inguinal  canal  The  sac  is  cylindrical  in  form  and  reaches  as  low  as  the  testicle. 
Ihe  loop  of  the  sigmoid  colon,  which  has  been  reduced  from  the  sac,  is  much 
thickened  and  its  two  limbs  closely  approximated.  By  the  displacement  of  the 
parts  occasioned  by  the  formation  of  the  hernia  the  attachment  of  the  sigmoid 
mesocolon  to  the  parietes  has  been  shifted  downwards  to  a  position  corresponding 
to  the  lower  border  of  the  neck  of  the  sac.  ^  coriespoumng 

""wtntfthThLl  — tLe  sac  Itself  would 

1615.  The  sac  of  a  right  inguinal  hernia,  which  has  descended  into  the  scrotum 
and  reaches  the  testicle.    On  its  posterior  and  lower  parts  the  coverings  z-emlin 
nart  ofM         ^""P"?  ^^^g^^  pyriform,  its  fundus  Ling  expanded. 
Z\t'^J\7^^^^^^  P--^  l-itonfum^immediatei;  ^ 

725 


1616.  The  sac  of  a  long  hydrocele,  reaching  uD\varfls^lrnn<!ffr^  flic.  ^,f^     i  i  i     •  , 
ring.    Above  the  hydrocele  is  a  small"omr4  itrl     *       f.*^"^'^!  ^^/lo""!^'"^! 
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1617.  A  wax  modA  of  a  r  ght  inguinal  region  and  adjoining  parts,  the  in<^uinul  canal 
and  scrotum  being  occupied  by  a  hernia  into  the  tunica  vaginaUs  congenital 
hi-riiia  ").  Across  the  neck  of  the  sac  passes  a  large  branch  of  the  external 
pudic  artery.  As  the  testicle  is  surrounded  by  the  contents  of  the  sac  there  is  no 
external  indication  of  it.  ^2(3 

1618.  The  parts  concerned  in  a  hernia  into  the  tunica  vaginalis  of  the  right  side. 
The  sac  of  the  hernia,  which  is  very  thin  and  formed  by  the  unobliterated 
processus  vaginalis,  has  a  somewhat  globular  form  like  that  bf  a  hydrocele.  At 
the  external  abdominal  ring  the  sac  becomes  suddenly  constricted.  The  testicle 
lies  free  within  the  sac,  the  spermatic  cord  passing  upwards  behind  its  posterior 
w  all.    The  testicle  lies  almost  horizontally,  vpith  its  upper  end  directed  inwards. 

714: 

1619.  A  hernia  into  the  tunica  vaginalis  of  the  right  side,  the  sac  of  which  measures 

9  cm.  in  length.  The  sac  is  occupied  by  a  mass  of  omentum,  which  in  its  lower 
part  presents  a  normal  appearance  and  at  one  spot  is  firmly  adherent  to  the  body 
of  the  testicle.  In  the  upper  part  of  the  sac  and  at  the  neck  the  omentum  is 
condensed  and  universally  adherent.  In  this  portion  of  the  omentum  a  rounded 
fib  rous  sac  has  formed,  3  cm.  in  diameter,  and  communicating  above  by  a  con- 
stricted neck  with  the  peritoneal  cavity.  715 

It  is  probable  that  the  sac-like  cavity  which  has  formed  in  the  adherent  omentum  was  occupied 
by  a  knuckle  of  intestine. 

1620.  The  sac  of  a  hernia  into  the  tunica  vaginalis,  laid  open  from  the  front.  The 
neck  of  the  sac  is  2  cm.  wide.  Immediately  below  the  neck  there  is  an  oval  opening 
in  the  posterior  wall  of  the  sac  about  2  cm.  in  its  longest  diameter,  through  which 
the  testicle  can  be  seen ;  at  the  margin  of  the  opening  there  are  some  shreddy 
adhesions  by  whith  the  omentum  has  probably  been  connected  with  the  sac. 
The  testicle  is  visible  from  behind  at  the  upper  part  of  the  specimen  and  the  vas 
deferens  forms  a  convoluted  loop  on  the  back  of  the  sac,  descending  for  a 
distance  of  4'o  cm.  below  the  level  of  the  testicle.  728 

The  specimen  illuttvates  a  hernia  into  the  tunica  vaginalis  associated  with  an  incomplete 
descent  of  the  teaticle,  the  vas  and  tunica  vaginalis  having  descended  considerably  lower  than 
the  testicle  itself.  (Lockwood, '  Hunterian  Lectures  on  the  Development  and  Transition  of 
the  Testis,'  1888,  p.  98.) 

1621.  The  parts  concerned  in  an  inguinal  hernia  of  the  right  side,  together  with 
the  testicle  and  spermatic  cord.  The  sac  of  the  hernia  has  been  laid  open  iu 
front  and  the  tunica  vaginalis  in  front  and  behind  ;  the  former  has  a  length  of 

10  cm.,  the  latter  of  13  cm. ;  the  fundus  of  the  hernial  sac  descends  in  front  and 
to  the  outer  side  of  the  tunica  vaginalis  and  at  its  posterior  and  inner  part 
communicates  with  the  latter  by  a  rounded  opening  1-5  cm.  in  diameter  and 
bounded  below  by  a  sharp  crescentic  border.  Projecting  into  the  upper  part  of 
the  hernial  sac  and  continuous  with  it  around  the  whole  circumference  of  its 
mouth  is  a  second  peritoneal  sac  which  is  thin  and  measures  5  cm.  in  length. 
Both  aspects  of  tliis  second  sac  present  the  appearances  of  normal  peritoneum, 
except  that  on  the  outer  surface  near  the  lower  extremity  there  are  tv\o  horizontal 
thickenings  passing  nearly  halfway  around  it.  The  lower  extremity  of  this  sac 
is  open,  and  has  a  diameter  of  nearly  2  cm.;  and  beyond  this  the  border  forms  a 
narrow  expanded  rim.  This  sac  contains  a  loop  of  small  intestine,  the  lower  part 
of  which  projects  from  the  open  extremity  of  the  sac  into  the  main  hernial  sac 
above  described. 

It  is  probable  tliat  the  secondary  sac,  open  at  its  lower  extremity,  has  resulted  from  invagination 
of  the  whole  circu  inference  of  the  neck  of  the  primary  hernial  sac.  (Raymond  Johnson,  Trans, 
rath.  Soc,  iyo2.) 
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1622.  A  drawing  of  an  external  inguinal  hernia  of  the  right  side,  the  superficial 
tissues  having  been  dissected  from  the  external  oblique  muscle  and  the  upper  part 
of  the  hernial  tumour. 

1623.  A  drawing  of  the  same  specimen.  The  external  oblique  muscle  has  been 
divided  and  reflected  together  with  the  intercolumuar  fascia  over  the  upper  part 
of  the  hernia,  thus  exposing  the  iaternal  oblique  aud  the  cremasteric  fascia, 
prolonged  from  its  arched  lower  border  on  to  the  hernia. 

1624.  A  third  drawing  of  the  same  specimen.  The  internal  oblique  and  cremas- 
teric fascia  have  also  been  divided  and  reflected,  so  as  to  expose  the  lower  border 
of  the  transversalis  muscle.  Below  the  latter  the  position  of  the  internal  abdominal 
ring  is  indicated  by  a  groove  in  the  transversalis  fascia. 


InTEKNAL  iNGUIlfAL  HeENIA. 

In  the  form  of  inguinal  hernia  distinguished  as  internal  or  direct,  the  protrusion 
takes  place  to  the  inner  side  of  the  epigastric  artery  (1626,  1629),  within  the  area 
of  the  triangle  of  Hesselbach.  The  sac  is  formed  from  a  portion  of  the  peritoneum 
of  the  mesial  inguinal  fossa,  and  the  course  and  coverings  of  the  hernia  vary  some- 
what according  to  the  spot  at  which  the  protrusion  occurs.  When  protruding  from 
the  outer  part  of  the  fossa,  close  to  the  epigastric  artery,  the  hernia  enters  the 
inguinal  canal  to  the  outer  side  of  the  edge  of  the  conjoined  tendon  of  the  internal 
oblique  and  transversalis  muscles,  and  has  the  same  coverings  as  an  external  hernia 
(1627).  When  escaping  more  internally,  it  either  receives  a  covering  from  the 
conjoined  tendon,  which  replaces  the  cremasteric  fascia  (1626),  or  it  bursts  throuo-h 
the  tendon  without  receiving  any  covering.  In  other  respects  it  resembles  an 
external  hernia ;  and  when  an  inguinal  hernia  has  reached  any  size  it  is  impossible 
to  distinguish  clinically  between  the  external  aud  internal  varieties. 

1625.  A  wax  model  of  the  lower  part  of  the  abdomen  ;  on  both  sides  the  external 
oblique  has  been  turned  downwards,  and  the  internal  obHque  and  the  transversalis 
muscle  and  fascia  divided  close  above  Poupart's  ligament,  so  as  to  bring  into  view 
the  deep  epigastric  artery.  On  each  side  is  the  sac  of  an  internal  inguinal  hernia 
On  the  right  side  the  swelling  is  rounded  and  sessile  ;  on  the  left  the  sac  is  longer 
and  more  pointed,  and  its  extremity  probably  projected  through  the  external 
abdominal  ring,  °  2^^^ 

1626.  A  wax  model  of  a  right  inguinal  region,  the  tendon  of  the  external  oblique 
being  turned  downwards,  and  the  internal  oblique  upwards,  so  as  to  lay  open  the 
inguinal  canal.  Two  small  hernial  sacs  are  shown  lying  both  within  "the  cannl 
the  necks  being  separated  by  the  deep  epigastric  artery.  The  only  coverings 
remaining  on  the  sac  of  the  external  hernia  are  the 'transversalis  fascia  and 
subperitoneal  tissue  ;  the  internal  hernia  has,  in  addition,  a  partial  covering  nf- 
its  inner  side  furnished  by  the  conjoined  tendon  of  the  internal  oblique  and  trans 
versahs  muscles.  ^  , 

4So3 

1627.  A  wax  model  of  a  left  inguinal  region  and  adjoining  parts.  Occupyine-  the 
inguinal  canal  (which  has  been  laid  open  in  the  usual  way  are  the  sa-s^oft  o 
hernial  pro  rusions,  one  of  which  is  situated  internally,  the  ol  her  externally  to  the 
deep  epigastric  vessels.  The  sac  of  the  external  hernia  l  as  not  descended  -  Ion p 
canal,  and  is  cons.derably  smaller  than  the  direct,  which  projects  tlto2 
external  abdominal  ring.  An  incision  has  been  made  into  the  coveri  i  ot"  L 
sac  of  the  internal  hernia,  probably  the  fascia  transversalis  and  subperitoneal  tis  ue 

STh  f'^T''  'V^"'^  "^^'''"^  downwards  i.nmedia  ely  to  the  outer 

side  of  the  conjmned  tendon  without  receiving  any  covering  from  it.  2563 

l2 
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1628.  A  wax  model  of  a  right  inguinal  region,  the  parts  being  dissected  to  show  a 
6-.inall  internal  ingnmal  hernia.  The  external  oblique  and  superficial  coverings  oE 
Iho  sac  have  been  turned  downwards,  the  internal  oblique  upwards  and  inwards; 
the  conjoined  tendon  is  stretched  over  the  hernial  sac.  The  deep  epigastric  artery 
]iasses  upwards  on  the  outer  side  of  the  neck  of  the  sac,  and  to  the  outer  side  of 
the  artery  is  the  spermatic  cord.  2557 

1629.  A  wax  model  of  the  parts  concerned  in  a  large  internal  inguinal  hernia.  The 
tendon  of  the  external  oblique  muscle  has  been  partially  turned  outwards  and 
dovynwards,  and  the  internal  oblique  upwards,  to  show  the  internal  abdominal  ring, 
which  is  unoccupied  by  the  hernial  protrusion.  The  deep  epigastric  vessels  are 
recognisable  in  the  groove  between  the  hernial  sac  and  the  internal  abdominal  ring. 
The  hernia  has  passed  through  the  external  abdominal  ring  into  the  scrotum. 

2559 

1630.  The  lower  part  of  an  anterior  abdominal  wall,  with  the  sacs  of  two  internal 
inguinal  hernite,  dried  after  injection  of  the  blood-vessels.  The  sacs  are  oval 
in  form  and  of  nearly  equal  size.  The  neck  of  each  is  but  slightly  constricted. 
The  epigastric  artery  is  situated  externally  to  the  neck  of  each  sac,  around  the 
outer  margin  of  which  it  forms  a  shallow  curve.  4499 


Ebmoral  Hehnia. 

A  femoral  hernia  escapes  from  the  abdomen  at  the  inner  side  of  the  femoral  vessels 
in  the  internal  compartment  of  the  femoral  sheath  or  femoral  canal  {\Q?>1).  The  upper 
extremity  of  the  femoral  canal  ov  femoral  ring  is  bounded  by  Gimbernat's  ligament  on 
the  inner  side,  Poupart's  ligament  and  the  deep  femoral  arch  in  front,  the  external 
iliac  vein  externally,  and  the  hip-bone  covered  by  the  pectineus  muscle  with  its  fascia 
behind.  In  its  descent  the  hernia  receives  the  following  coverings : — 1,  the  sub- 
peritoneal tissue  ;  2,  the  femoral  sheath  (these  two  are  usually  blended  together,  and 
form  the  so-called  "fascia  propria");  3,  the  cribriform  fascia  stretching  across  the 
saphenous  opening  in  the  fascia  lata ;  and  4,  the  superficial  fascia  and  integument. 
The  hernia  commonly  contains  small  intestine  and  omentum,  and  is  usually  of  small 
size.  After  escaping  from  the  saphenous  opening  the  hernia  as  it  enlarges  turns 
upwards  and  comes  to  lie  over  Poupart's  ligament  (1632).  The  seat  of  strangulation 
is  usually  the  sharp  edge  of  Gimbernat's  ligament,  which  is  divided  in  the  operation 
for  its  relief.  The  obturator  artery,  instead  of  taking  its  usual  course,  may  arise 
from  the  deep  epigastric,  and  may  then  take  one  of  three  courses  to  reach  the 
obturator  canal.  Most  commonly  the  artery  passes  backwards  on  the  outer  side 
of  the  femoral  ring  close  to  the  external  iliac  vein  (1639)  ;  but  it  may  pass  backwards 
across  the  ring,  or,  less  frequently,  it  arches  over  the  femoral  ring  and  passes 
downwards  along  the  edge  of  Gimbernat's  ligament.  In  the  latter  situation  the 
artery  is  in  danger  of  being  wounded  in  dividing  Gimbernat's  ligament  in  a 
strangulated  hernia  (1640).  In  very  rare  instances  a  hernia  has  been  found  passuig 
under  Poupart's  hgameut  in  other  situations  than  through  the  femoral  caual  (168G). 

1631.  A  wax  model  of  the  parts  concerned  in  a  right  femoral  hernia,  the  femoral 
vessels  being  injected.  The  femoral  canal  has  been  laid  open  to  exhibit  a  small 
hernial  sac ;  in  the  sac  is  a  portion  of  intestine,  apparently  only  part  of  the 
circumference  of  a  coil,  much  congested,  and  which  was  probably  strangulated. 

2556 

A  hernia  of  this  size  in  a  stout  subject  would  be  difficult  to  detect  by  external  esamination. 

1632  A  wax  model  of  a  left  inguinal  region  with  the  upper  portion  of  the  thigh,  a 
superficial  dissection  having  been  made  of  the  parts.  Projecting  from  the  saphenous 
opening  is  a  coil  of  congested  intestine,  which  has  been  exposed  by  the  removal  ot 
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the  sac  and  coverings  of  a  femoral  hernia.  The  intestine  lies  immediately  above 
the  internal  saphenous  vein,  which  is  represented  unnaturally  full  of  blood,  as 
though  compressed  by  the  protrusion.  The  intestine,  after  emerging  from  the 
opening,  has  risen  upwards  over  the  inner  part  of  Poupart's  ligament.  25fa'5 

1633.  A  wax  model  of  the  parts  concerned  in  a  small  femoral  hernia  of  the  right 
side.  Immediately  below  the  hernial  sac  are  several  lymphatic  glands,  enlarged 
by  inflammation,  one  of  which  has  suppurated  and  lies  exposed  and  granulating 
at  the  bottom  of  an  ulcer  in  the  skin.  25U6 

The  hernia  was  concealed  during  life  by  the  enlarged  lymphatic  glands. 

1634.  A  wax  model  of  the  upper  part  of  a  right  thigh,  the  integument  and  super- 
ficial fascia  having  been  removed.  Projecting  from  the  saphenous  opening  is  an 
oval  mass  of  fat  in  the  position  of  a  femoral  hernia.  2558 

There  is  no  history  to  the  specimen,  but  it  is  probable  that  the  fatty  mass  has  resulted  from  an 
increase  in  the  layer  of  subperitoneal  fat  covering  a  small  hernial  sac. 

1635.  The  sac  and  some  of  the  coverings  of  a  small  femoral  hernia.  Except  at  its 
fundus  the  sac  is  surrounded  by  a  thickened  layer  of  subperitoneal  fat.  3550 

1636.  The  parts  concerned  in  a  femoral  hernia  of  the  right  side.  The  sac  of  the 
hernia  has  been  laid  open  and  turned  back  so  as  to  expose  a  coil  of  small  intestine 
and  a  portion  of  omentum  which  lies  in  front  of  it.  The  sac,  as  well  as  its  con- 
tents, are  healthy  in  appearance.  4850 

1637.  The  sac  and  contents  of  a  small  femoral  hernia  which  was  strangulated.  An 
incision  has  been  made  into  the  sac  to  expose  the  intestine.  The  portion  strangu- 
lated includes  the  whole  circumference  of  the  intestine,  apparently  without  any 
portion  of  the  mesentery ;  over  its  siu-face  a  thin  layer  of  exudation  has  been 
deposited.  Upon  the  exterior  of  the  sac  is  a  nodulated  layer  formed  by  the 
subperitoneal  fat.    The  sac  is  applied  closely  to  its  contents.  3546 

The  specimen  was  taken  from  an  old  woman,  in  whom  a  sudden  descent  and  strangulation  of  the 
intestine  occurred.  In  operating,  the  sac  so  closely  resembled  intestine  as  at  first  to  deceive 
Mr.  Liston.  The  symptoms  were  relieved.  On  the  nest  day  the  signs  of  strangulation 
returned,  and  continued  to  increase  in  spite  of  active  treatment,  and  death  took  place  on  the 
third  day.  After  death  it  was  found  that  the  intestine  had  re-descended  and  become 
strangulated. 

1638.  The  upper  border  of  the  anterior  half  of  a  left  hip-bone,  with  Poupart's 
ligament  and  the  sac  of  a  small  femoral  hernia,  dried.  Above  the  sac  of  the  hernia 
is  a  loop  of  small  intestine,  from  which  a  pouch-like  portion  projects  into  the  sac  : 
the  projecting  portion  is  about  the  size  of  a  filbert,  and  occupies  the  upper  half  of 
the  sac,  to  which  it  is  firmly  adherent ;  it  communicates  with  the  rest  of  the 
intestine  by  a  narrow  neck,  through  which  a  piece  of  whalebone  has  been  passed. 

3709 

From  a  subject  brought  into  the  disssecting-room.  It  is  probable  that  the  specimen  is  one  nf 
hernia  of  a  Meckel's  diverticulum. 

1639.  The  parts  concerned  in  a  small  femoral  hernia  of  the  right  side  dried  after 
injection  of  the  blood-vessels.  The  sac  of  the  hernia,  most  of  which  has  been 
removed,  fills  the  femoral  canal,  the  femoral  artery  and  vein  lying  to  its  outer 
side.  Ihe  obturator  artery  arises  by  a  common  trunk  with  the  deep  epieastric 
and  passes  between  the  external  iliac  vein  and  the  neck  of  the  sac  directiv 
downwards  to  the  obturator  canal.  The  epigastric  artery  passes  nearly  horizoutallv 
inward  above  the  neck  of  the  sac,  a  result  apparently  due  to  the  shrinkin-  of  the 

ZplZl  ouSr  ^^'"^  ^'"^^^^^  ^-onsiderably 
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1640.  A  dried  preparation  of  part  of  a  right  hip-bone,  together  with  the  lower 
jmrt  ot  the  aponeurosis  of  the  external  oblique  muscle,  including  Poupart's  and 
(Timbernat's  ligaments,  and  parts  of  the  external  iliac  and  femoral  vesselsiuiected 
Ihe  obturator  artery  arises  from  the  deep  epigastric,  and  after  arching  forwards 
and  inwards  at  the  lower  border  of  Poupart's  ligament  passes  along  the  free  edge 
ot  bimbernats  ligament  on  its  way  to  the  obturator  canal.  4552 

The  parts  were  removed  from  a  subject  in  whom  there  was  a  femoral  hernia,  the  sac  of  which 
has  been  removed.  An  obturator  artery  in  such  a  position  is  in  danger  of  division  in  the 
operation  tor  strangulated  femoral  laernia.  "     i  i.uo 

1641.  A  wax  model  of  the  left  inguinal  region  and  upper  part  of  the  thigh  of  a  male 
subject,  the  parts  being  dissected  to  show  the  sac  of  a  small  femoral  hernia  and 
an  abnormal  origin  of  the  obturator  artery.  The  obturator  artery  arises  from  the 
deep  epigastric,  and  passes  backwards  on  the  outer  side  of  the  neck  of  the  hernial 
sac  between  this  and  the  external  iliac  vein,  and  would  have  been  out  of  danger 
in  an  operation  on  the  hernia.  The  abdominal  muscles  have  been  cut  away,  so 
as  to  show  the  epigastric  artery  passing  beneath  the  edge  of  the  rectus.  The 
external  pudic  artery  lies  immediately  below  the  sac.  2869 

1642.  The  parts  concerned  in  a  femoral  hernia  of  the  right  side,  dissected,  and 
the  vessels  injected.  The  hernia  is  small  and  the  anterior  part  of  the  sac  has 
been  removed.  The  latter  is  thickened  and  its  inner  surface  is  covered  with  a 
layer  of  inflammatory  exudation.  A  small  knuckle  of  intestine  projects  into  the 
upper  part  of  the  sac ;  there  is  a  free  opening  into  it,  in  which  the  apertures 
leading  to  the  upper  and  lower  parts  of  the  intestine  are  indicated  by  pieces  of 
coloured  glass  rod.  The  neck  of  the  sac  measures  only  1  cm.  in  diameter,  so  that 
the  two  parts  of  the  loop  of  intestine  which  are  contained  within  it  are  tightly 
constricted.  The  distended  bowel  on  the  proximal  side  of  the  hernia  has  been 
filled  with  wool,  and  the  contrast  between  this  part  and  the  contracted  bowel  on 
the  distal  side  of  the  hernia  is  very  striking.  7229 

Frojn  a  woman,  aged  70,  in  whom  the  symptoms  of  strangulation  were  of  5  days'  duration.  At 
the  operation  the  bowel  was  gangrenous  ;  G-imbernat's  ligament  was  notched  and  the  iutestiue 
opened.  Vomiting  continued  after  the  operation,  but  nothing  escaped  from  the  artificial 
anus  until  the  .5th  day,  when  there  was  a  very  free  discharge  of  liquid  fo3ces.  Vomiting  then 
ceased,  but  ihe  patient  gradually  sank  and  died  on  the  8th  day.  Commencing  peritonitis 
was  found  at  the  jiost  mortem  examination.    (Surg.  Eeg.  Rep.  1894,  p.  128,  No.  985.) 


Obttjbatob,  Hebttia. 

An  obturator  hernia  escapes  from  the  abdomen  through  the  obturator  canal.  The 
latter  is  about  3  cm.  in  length,  and  in  the  upright  position  of  the  body  is  directed 
downwards  with  an  inclination  forwards  and  very  slightly  inwards ;  it  is  bounded 
in  front  by  the  superior  ramus  of  the  pubic  bone  and  behind  by  the  obturator 
muscles  and  the  obturator  membrane.  The  pelvic  opening  of  the  obturator  canal 
is  rounded,  and  will  just  admit  the  end  of  the  little  finger ;  it  is  distinctly  larger  in 
the  female  than  in  the  male  ;  its  curved  posterior  (inferior)  border  is  formed  by  the 
obturator  fascia  turning  over  the  border  of  the  obturator  internus  muscle  to  join 
the  edge  of  the  obturator  membrane.  In  the  obturator  canal  the  artery  occupies  a 
position  behind  the  nerve  and  vein,  whilst  the  nerve  is  external  to  the  vessels. 

Obturator  hernia  is  very  rare ;  most  of  the  cases  occur  in  elderly,  and  often 
emaciated,  women.  The  hernial  tumour  is  usually  small,  and,  being  deeply  situated 
beneath  the  pectineus  muscle,  may  be  very  difficult  to  detect  during  life. 

The  sac  usually  contains  a  knuckle  of  small  intestine,  often  including  a  part 
only  of  the  circumference  (1()43);  less  commonly  the  ovary  or  Fallopian  tube,  with 
part  of  the  broad  ligament,  has  been  found  in  the  hernia. 

The  obturator  artery  usually  lies  lo  the  outer  and  posterior  aspect  of  the  sac 
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(1643),  find  the  pressure  of  the  sac  upon  the  obturator  nerve  explains  the  paiu. 
exteudiugto  the  kuee,  which  is  sometimes  a  prominent  sjmptoui  (1643,  1644). 

Hn  a  stratTgulafed  obturator  hernia  the  constriction  sliouid  be  divided  m  a  direction 
backwards  and  inwards.  \''   ■     Cr^-«     -■  f^^.^-<^{, 

'  1643.  The  greater  part  of  a  left  hip-bone,  with  the  parts  concerned  in  an  obturator 
hernia.  The  sac  of  the  hernia  is  transversely  oval  and  1*5  cm.  in  its  longer 
diameter;  it  does  not  project  beyond  the  edge  of  the  superior  ramus  of  the  pubic 
bone.  The  sac  is  invested  with  a  layer  of  subperitoneal  fat  about  2  mm.  in 
thickness. 

The  obturator  nerve  lies  at  the  outer  side  of  the  sac ;  the  obturator  artery  has 
divided  within  the  canal,  and  its  two  primary  branches  are  seen  emerging  at  the 
posterior  and  outer  aspect  of  the  sac  behind  the  nerve ;  the  anterior  pubic  offset 
o£  the  inner  branch  is  crossing  below  and  to  the  inner  side  of  the  neck  of  the  sac. 
The  sac  lay  beneath  the  pectineus  muscle,  and  above  the  upper  edge  of  the 
obturator  internus.  As  seen  from  within,  the  neck  of  the  sac  is  narrow,  and 
occupied  by  a  knuckle  of  small  intestine.  By  the  protrusion  of  the  peritoneum 
the  bladder  has  been  partially  displaced,  its  margin  lying  near  the  neck  of  the 
liernial  sac. 

The  patient,  a  man  aged  50,  of  good  general  health  and  regular  habits,  was  e  idclenly  seized, 
whilst  moving  about  his  room,  with  a  feeling  of  sickness  and  faintness,  a  sinking  at  the 
epigastrium,  and  dragging  pain  at  the  umbilicus.  The  paiu  gradually  grew  worse,  shooting 
from  the  point  at  which  it  commenced  to  the  left  groin  and  along  the  inside  of  the  left  thigh. 
It  did  not  affect  the  testicle  or  extend  beyond  the  knee.  He  was  obliged  to  flex  the  thigh  in 
order  to  relieve  the  pain.  He  had  made  no  effort  before  the  pain  came  on,  but  had  been 
seized  with  a  fit  of  coughing.  There  was  no  vomiting.  On  the  second  day  he  passed  a  dark- 
coloured  motion  ;  vomiting  set  in,  which  in  a  few  hours  became  stercoraceous,  and  continued 
up  to  the  termination  of  the  Ciise.  The  pain  became  more  diffused  over  the  abdomen.  On 
the  fourth  day  the  face  was  pale  and  anxious  ;  there  was  frequent  stercoraceous  vomiting  and 
no  action  of  the  bowels;  the  abdomen  was  distended,  tense  and  tender;  the  pulse  120  and 
irregular.  No  tumour  or  hardness  could  be  felt  in  any  part  of  the  abdomen  or  at  any  uf 
the  hernial  orifices ;  digital  examination  of  the  rectum  afforded  no  indication.  There  was 
doubtful  fulness  at  the  upper  part  of  the  left  thigh.  On  the  seventh  day  the  patient  gradu  illy 
became  collapsed  without  any  material  change  in  the  symptoms,  except  that  tenesmus  came 
on,  and  he  died  quietly  on  the  following  day. 

At  the  post  mortem  examination  there  was  found  to  be  no  general  peritonitis.  The  piece  of 
gut  in  the  sac  of  the  obtui-ator  hernia  was  so  loosely  held  that  great  care  was  required  to  keep- 
it  in  position  during  the  removal  of  the  specimen.  It  was  scarcely  congested,  and  the  whole 
circumference  of  the  gut  was  not  included. 

1644.  Part  of  a  right  hip-bone  and  the  parts  concerned  in  an  obturator  hernia. 
The  greater  part  of  the  hernial  sac  has  been  removed  by  operation  after  the 
application  of  a  ligature ;  the  remainder  of  the  sac  lies  in  the  obturator  canal 
behind  the  superior  ramus  of  the  pubic  bone.  The  two  divisions  of  the  obturator 
nerve  emerge  from  the  canal  at  the  outer  aspect  of  the  hernia  and  have  been 
reflected.  The  obturator  artery  lies  below  and  to  the  inner  side  of  the  nerve  and 
divides  behind  the  hernia  into  its  inner  and  outer  branches,  while  the  anterior 
pubic  offset  of  the  former  passes  up  on  the  inner  side  of  the  hernia.  On  the 
pelvic  aspect  of  the  specimen  it  will  be  seen  that  the  layers  of  tlie  broad  ligament 
have  been  widely  separated  and  flattened  against  the  wall  of  the  pelvis.  The 
hernial  sac  is  formed  from  the  part  of  the  parietal  peritoneum  lying  between  the 
round  ligament  and  the  suspensory  ligament  of  the  ovary.  A  second  smaller  pouch 
has  been  drawn  into  the  obturator  canal  from  the  broad  ligament  between  the 
Eallopian  tube  and  the  ovary.  77  lU 

From  a  woman,  aged  59,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Mr.  Godlee  in 
1896.  The  symptoms  began  9  days  before  admission  with  pain  in  the  i-ight  knee,  followed  bv 
pam  in  the  abdomen  ;  the  bowels  did  not  act  after  the  onset  and  there  was  repeated  vomitin-^ 
On  admission  tlie  abdomen  was  distended  and  the  coils  of  intestine  were  visible  •  there  w  is  °a 
tender  rounded  fulness  in  tlie  right  groin.  A  vertical  incision  was  made  at  the'  inner  part  of 
Scarpa's  triangle,  the  adductor  longus  was  separated  from  the  poclineus  and  a  few  fibres  of 
the  adductor  breris  divided.    The  sac  lay  beneath  the  latter  muscle;  it  was  opened  and 
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eong08  ed  bowel  exposed     The  bowel  was  reduced  and  the  sao  ligatured.    Death  occurred  nn 
the  following  day.    At  the  post  mor/em  examination  there  was  general  peritonitis  the^.Jnff 
wlMch  had  been  strangulated  was  adherent  around  the  obturator  foramen    Se  stmSa Ld 

'S^:r^:i^^r^'S^Sr       °^ was~s. 

1645.  Part  of  the  pelvis  of  a  male  subject,  in  which  on  each  side  a  peritoneal  sac 
projects  into  the  obturator  canal,  that  on  the  right  side  being  the  larger  The 
obturator  nerve  on  each  side  lies  at  the  outer  aspect  of  the  sac.  The  mouth  of 
tlie  sac  IS,  on  each  side,  small  and  rounded.  The  hernial  contents  have  been 
removed.  5gg^ 

The  hernia;  were  discovered  after  death  in  a  man  who  died  from  other  causes    Thcv  were 
occupied  by  intestine.  ■' 


Umbilical  HEiiifiA. 

An  umbilical  hernia  may  be  congenital,  and  is  then  the  result  of  imperfect  closure 
of  the  anterior  abdominal  wall.  In  such  cases  the  sac  is  very  thin  and  the  umbihcal 
cord  IS  continuous  with  it.  The  sac  most  commonly  contains  intestine  (1647),  but 
almost  all  the  abdominal  viscera  may  be  included  (1646).  In  those  cases  in  which 
the  vitellme  duct  persists  as  a  Meckel's  diverticulum,  the  inclusion  of  the  latter  in 
hgature  of  the  uinbilical  cord  may  result  in  a  fiscal  fistula  (1648). 

Umbilical  hernia  is  very  common  in  early  infancy,  and  results  from  yielding  of 
the  umbilical  scar ;  this  form  is  nearly  always  followed  by  spontaneous  cure. 

In  adult  life  umbilical  hernia  is  much  more  common  in  women  than  men.  The 
hernia  often  reaches  a  very  large  size,  and  the  only  recognisable  covering  is  the  skin, 
which  becomes  thinned  and  adherent  to  the  peritoneal  sac  (1653).  The  natural 
dimple  of  the  umbilicus  can  often  be  seen  at  the  upper  or  lower  part  of  the  hernial 
tumour  (1652).  Omentum,  small  intestine,  and  transverse  colon  are  the  most 
common  contents,  but  every  viscus,  except  the  pancreas,  has  been  found  in  the 
sac.  An  umbilical  hernia  is  frequently  irreducible,  partly  from  the  formation  of 
extensive  adhesions  (1653),  and  partly  from  the  accumulation  of  fat  in  the  omentum 
or  mesentery  (1651,  1652). 

1646.  Part  of  the  anterior  abdominal  wall  of  an  infant,  with  part  of  the  sac  and 
the  contents  of  a  congenital  umbilical  hernia.  The  hernial  tumour  is  globular, 
and  projects  for  a  distance  of  7  cm.  through  a  rounded  opening  in  the  abdominal 
wall,  7  cm.  in  diameter.  At  the  margin  of  the  opening  the  skin  of  the  abdominal 
wall  is  continued  for  a  short  distance  on  to  the  base  of  the  hernia,  the  covering  of 
which  in  the  rest  of  its  extent  is  smooth  on  the  surface  and  presents  near  the 
most  prominent  part  the  ligatured  umbilical  cord.  The  hernial  sac  contains  parts 
of  the  large  and  small  intestine,  the  liver,  right  kidney,  and  part  of  the  stomach. 
In  some  places  the  coils  of  intestine  in  the  hernia  are  united  one  to  another  by 
firm  adhesions,  and  the  contents,  including  the  Hver,  are  at  many  parts  adherent  to 
the  sac. 

1647.  A  congenital  umbilical  hernia.  The  sac  is  globular,  and  measures  4-5  cm.  in 
diameter.  The  wall  of  the  sac  is  membranous,  except  at  the  neck,  where  the  skin 
of  the  abdominal  wall  is  prolonged  for  a  short  distance  on  to  it.  In  the  wall  of 
the  upper  aspect  of  the  sac  the  umbilical  cord  can  be  traced  as  a  thickening  for 
a  distance  of  3  cm.  and  then  leaves  the  sac.  A  considerable  part  of  the  small 
intestine  occupies  the  sac. 

Prom  a  child  who  died  24  hours  after  birth. 

1648.  Part  of  the  abdominal  wall  of  the  umbilical  region,  with  a  loop  of  ileum  and, 
part  of  a  diverticulum  adherent  to  the  abdominal  wall.    The  interior  of  the 
di\erticulum  opens  externally  at  the  umbilicus  by  a  small  circular  aperture  in  the 
integument ;  the  edges  of  the  aperture  are  shelving,  and  appear  to  have  been 
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granulating.  The  peritoneum  lining  the  abdominal  wall  is  coated  with  a  thin  layer 
of  exudation. 

From  a  male  child  15  months  old.  From  birth  there  had  existed  a  small  fistulous  opening  at 
the  umbilicus,  from  whicli  fsocal  matter  occasionally  escaped.  At  the  seat  of  the  aperture  was 
a  Tascular  fungating  mass  of  granulations,  in  the  centre  of  which  was  an  opening  through 
which  a  probe  could  be  passed  towards  the  right  iliac  fossa  for  three  or  four  inches.  The 
fungous  mass  was  removed,  and  the  edges  of  the  opening  pared  and  brought  together.  The 
child  died  two  or  three  days  afterwards  from  peritonitis.    (Mr.  Marshall's  Case-hooJc,  1870.) 

1649.  The  sac  of  a  small  umbilical  hernia,  with  the  adjoining  part  of  the  abdominal 
wall,  the  skin  and  subcutaneous  tissues  having  been  removed.  The  sac  is  slightly 
constricted  at  its  neck,  where  it  is  thickened  and  corrugated ;  the  wall  of  the  sac 
and  the  peritoneum  lining  the  abdominal  wall  present  similar  changes.  Except 
over  the  fundus,  the  sac  is  surrounded  by  a  well-defined  lobulated  layer  of  adipose 
tissue,  apparently  formed  by  the  subperitoneal  fat ;  over  the  fundus  of  the  sac  this 
layer  is  wanting.  721 

1650.  Part  of  the  anterior  abdominal  wall  from  the  region  of  the  umbilicus,  in  which 
is  an  aperture  5  mm.  in  diameter,  through  which  a  hernial  protrusion  occurred. 
The  sac,  except  for  a  small  portion  of  its  base,  has  been  cut  away.  The 
peritoneum  forming  the  neck  of  the  sac  is  thickened  and  opaque,  and  the 
aperture  at  the  umbilicus  itself  has  a  wrinkled  edge.  722 

1651.  Part  of  the  anterior  abdominal  wall  of  an  adult,  together  with  an  irreducible 
umbilical  hernia,  in  sagittal  section.  At  about  the  middle  the  hernial  tumour  is 
surrounded  by  a  deep  furrow  ;  behind  this  the  thin  skin  covering  the  hernia  has 
been  removed,  whilst  in  front  of  it  the  coverings  are  intact,  but  the  skin  has  lost  its 
normal  appearance  and  is  quite  smooth.  The  subcutaneous  fat  of  the  abdominal 
wall  has  a  maximum  thickness  of  4-5  cm.  On  the  surface  of  the  section  is  seen 
a  coil  of  small  intestine,  which  occupies  the  most  prominent  part  of  the  hernia 
and  is  inseparably  adhex-ent  in  front  to  the' sac  and  behind  to  a  solid  mass  of  fat 
(probably  mesenteric)  which  completely  fills  the  rest  of  the  sac.  5979 

1652.  A  sagittal  section  of  an  irreducible  umbiHcal  hernia.  The  neck  of  the  sac 
measures  1-5  cm.  in  diameter  and  the  body  of  the  sac  measures  5-5  cm.  vertically. 
The  anterior  surface  of  the  hernia,  which  projects  very  little  beyond  the  surface 
of  the  abdominal  wall,  is  covered  with  normal  skin,  and  at  the  lower  part  the 
position  of  the  umbilicus  is  indicated  by  a  deep  transverse  furrow.  The  anterior 
part  of  the  sac  is  intimately  connected  with  the  overlying  skin,  and  the  interior  of 
the  sac  is  completely  filled  by  a  mass  of  consohdated  omentum,  which  is  in  parts 
adherent  to  the  sac-wall.  From  the  lower  part  of  the  sac,  immediately  beyond 
the  neck,  a  secondary  extension  of  the  hernia,  the  sac  of  which  is  ill-defined  extends 
mto  the  subcutaneous  fat,  and,  like  the  rest  of  the  sac,  is  filled  with  omentum 
The  subcutaneous  fat  around  the  hernia  is  abundant.  8408 

From  a  woman,  aged  48,  who  died  of  bronchitis.  (Dr.  Poore's  Case-books,  Females,  1900,  p.  377.) 

1653.  A  sagittal  section  of  an  irreducible  umbiHcal  hernia.    The  neck  of  the  sac 

I"'?!    T^-^      ^'^  -^^^^  '^"^  ^  ^^'^^'^^  measurement  of 

J  5  cm  At  I  S  upper  part  the  hernial  tumour  rises  gradually  from  the  surface  of 
the  abdominal  wall  but  between  its  lower  border  and  the  abdominal  wa  1  there 
IS  a  deep  furrow ;  its  exact  relation  to  the  umbilicus  is  not  recognisable  The 
anterior  part  of  the  sac  is  intimately  connected  with  the  overlxing^skin  which  is 
deeply  pigmented  except  over  the  most  prominent  part  of  the  sacfwhere  t  nale 
and  very  thin.  The  interior  of  the  sac  is  occupied  by  a  coil  of  small  intes  ne  and 
i  """'"'T.'  ''^^  -^n^-^rn^ielj  adherent  one  to  the  other  and  to  the 
wall  of  the  sac.    The  subcutaneous  fat  is  abundant  783q 

^rs;m;rms'. '^'^  °^      -^-^^^  °f  ^-nsbury.    The  hernia  gave  rise  to 
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1654.  A  narrow  elliptical  portion  of  the  abdominal  wall  in  the  mnbilical  re-nou 
together  with  the  globular  sac  ot  a  small  umbilical  hernia,  in  sagittal  sect  on' 
The  month  of  the  sac  is  situated  at  the  upper  part  of  the  hernia.  The  peritoneum 
forming  the  sac  is  thickened ;  the  skin  covering  the  hernia  is  deeply  pigmented 
and  between  it  and  the  sac,  except  at  the  fundus,  a  layer  of  dense  fibro-fatty; 
tissue  can  be  recognised.  y^g-g 

^TrouroTtSe  otnfunir "'^""'^  ^""^^^^^-"^  ^ 

1655.  A  small  part  of  the  anterior  abdominal  wall  in  the  umbilical  region  in  safnttal 
section  immediately  to  the  right  of  the  middle  line.  Beneath  the  peritoneum  on 
the  posterior  aspect  of  the  specimen  are  seen  the  obliterated  hypogastric  arteries 
and  a  lobulated  layer  of  fat.  A  part  of  the  latter  protrudes  through  a  small  opening 
in  the  linea  alba  and  forms  a  lobulated  fatty  mass  which  occupies  a  depression  in 
the  subcutaneous  fatty  layer.  "  5759 


Ventral  Hernia, 

Ventral  hernia  is  the  term  applied  to  any  external  protrusion  not  escaping  at  one 
of  the  natural  apertures  of  the  abdominal  wall.  It  may  occur  spontaneously  or  may 
follow  the  weakening  of  the  abdominal  wall  resulting  from  operations  (1658)  on  the 
abdominal  cavity,  penetrating  wounds,  or  abscess-formation.  Small  fatty  hernia3  are 
not  uncommon  in  the  linea  alba ;  they  consist  of  subperitoneal  tissue  and  may 
contain  a  central  peritoneal  pouch. 

1656.  The  parts  concerned  in  a  ventral  hernia.  The  hernial  protrusion  has  occurred 
in  the  middle  line.  The  sac  of  the  hernia  appears  to  have  been  of  a  compressed 
globular  form,  about  6  cm.  in  diameter;  the  peritoneum  forming  it  is  unaltered 
in  appearance ;  its  neck  is  circular  and  about  2  cm.  in  diameter.  The  sac  is 
occupied  entirely  by  a  deeply  folded  thickened  mass  of  omentum,  which  is  not 
adherent  to  the  interior  of  the  sac.  720 


1657.  A  wax  model  of  a  large  ventral  hernia.  The  hernia  is  extended  in  the 
transverse  direction,  and  measures  21  cm.  across,  and  slightly  less  from  above 
downwards.  Interiorly  it  overlaps  the  labia.  Its  form  is  slightly  lobular, 
adapted  to  the  coils  of  intestine  and  the  omentum  within  it.  4028 

From  a  hmatic  patient  of  intemperate  habits.  The  integuments  over  the  swelling  were  very 
thin,  and  the  peristaltic  movements  of  the  contained  intestines  could  be  clearly  discerned. 
The  hernia  was  of  fifteen  years'  standing. 

1658.  Part  of  the  sac  and  coverings  of  a  ventral  hernia,  together  with  a  piece  of 
the  ileum  removed  by  operation  and  the  sutured  bowel  removed  ^>os<  mortem. 
The  hernial  sac  is  rounded  in  outline,  11  cm.  in  diameter,  and  covered  with 
deeply  pigmented  skin.  Near  the  middle  of  the  hernia  there  is  an  oval  opening 
in  the  sac  and  its  coverings,  around  which  the  skin  is  uherated.  This  opening 
was  the  orifice  of  a  faecal  fistula  communicating  with  the  portion  of  ileum 
preserved  in  the  specimen.  The  latter  is  about  7  cm.  in  length  and  the  opening 
in  it  is  situated  on  its  lateral  aspect.  The  portion  of  bowel  in  which  end  to  end 
suture  has  been  performed  is  coated  around  the  line  of  suture  with  a  layer  of 
inflammatory  exudation  and  in  parts  is  grey.  6930 

From  a  woman,  aged  50,  in  whom  ovariotomy  had  been  performed  1.5  years  previously.  The 
hernia  appeared  2  years  after  the  operation  and  for  1  year  the  Ik'cal  fistula  had  been  present. 
The  hernia  was  situated  in  the  middle  line  and  occupied  the  lower  half  of  the  space  hoUveen 
the  umbilicus  and  pubes,  a  median  scar  extending  from  its  upper  border  to  the  umbdicus. 
The  discharee  from  the  fistula  had  only  a  faintly  fa3cal  odour  and  charcoal  given  by  the 
mouth  appeared  in  it  within  2  hours.  The  operation  consisted  in  the  removal  of  the  hernial 
sac  with  Us  coverings  and  of  tlic  short  piece  of  ileum  concerned  in  the  fxcal  fistula ;  IHl 


DIAPUUAGMATIO  HBBITIA. 

bowel  was  united  by  simple  suture.  Death  occured  on  the  6th  day  from  suppuration  in  tiie 
wound  and  localised  intraperitoneal  suppuration  extending  into  the  pelvis.  (Mr.  Barker  and 
Mr.  Godlee'a  Case-books,  1892,  vol.  i,  p.  383.) 

DiAPHHAGMATIC  HeKNI-A. 

This  may  arise  from  a  congenital  defect  in  the  diaphragm,  or  as  the  result  of  a 
wound  of  the  diaphragm  from  a  stab,  or  from  fractured  ribs.  The  congenital  form 
is  more  common  on  the  left  than  the  right  side  and  is  often  associated  with  other 
malformations  (1659,  "lliO^}^  the  protruded  viscera  lie  free  in  the  pleural  cavity 
(1659).  Diaphragmatic  hernia  resulting  from  traumatism  is  extremely  rare,  and 
is  also  more  common  on  the  left  than  the  right  side  ;  the  protrusion  most  commonly 
consists  of  part  of  the  stomach. 

1659.  The  thorax  with  its  contents  and  some  of  the  abdominal  viscera  from  a 
fcBtus  of  full  term,  showing  a  diaphragmatic  hernia  due  to  a  congenital  mal- 
formation of  the  diaphragm.  Almost  the  whole  of  the  small  intestine  lies  in  the 
left  pleural  cavity,  passing  through  an  oval  opening  in  the  left  half  of  the 
diaphragm,  which  measures  nearly  3  cm.  in  its  longer  transverse  diameter. 
Immediately  below  this  opening  lie  the  spleen  and  the  C83cum  with  the  termination 
of  the  small  intestine.  The  liver  is  normal.  In  the  right  half  of  the  diaphragm 
there  is  an  opening  in  the  muscular  tissue,  through  which  the  right  suprarenal 
body,  covered  on  its  upper  surface  by  pleura,  projects  into  the  thorax.  The 
greater  part  of  the  pericardium  has  been  removed.  The  muscular  septum  of  the 
ventricle  is  incomplete.  The  lungs  are  unexpanded,  the  left  being  very  small. 
Two  arterial  branches  arise  from  the  arch  of  the  aorta  ;  one  of  these  divides  into 
the  two  carotids  and  the  other  is  the  left  subclavian.  The  right  subclavian  artery 
arises  from  the  posterior  aspect  of  the  aorta  at  the  junction  of  the  arch  and 
descending  portion,  and  ascends  behind  the  oesophagus  to  reach  its  normal  position 
above  the  right  first  rib.  2880 

1660.  The  trunk  of  a  male  fcetus  of  fnll  term,  the  anterior  thoracic  and  abdominal 
walls  having  been  removed  in  order  to  display  a  diaphragmatic  hernia  on  the  rio-ht 
side.  There  is  a  large  opening  in  the  posterior  part  of  the  right  half  of  the 
diaphragm,  through  which  a  considerable  part  of  the  right  lobe  of  the  liver  and 
numerous  coils  of  small  intestine  with  the  caecum  and  ascending  colon  project 
into  the  right  pleural  cavity.  The  heart  is  displaced  to  the  left  and  the  lungs  are 
unexpanded.    The  testicles  are  undescended. 

1661.  The  trunk  of  a  new-born  male  child,  the  anterior  walls  of  the  thorax  and 
abdomen  having  been  removed  to  display  a  diaphragmatic  hernia  on  the  right 
side.  There  is  a  large  oval  opening  in  the  posterior  and  outer  part  of  the  right 
half  of  the  diaphragm,  through  which  part  of  the  right  lobe  of  tbe  liver  and  the 
intestmes,  except  part  of  the  jejunum  aud  the  large  intestine  below  the  ascending 
colon,  project  into  the  right  pleural  cavity.  The  projecting  part  of  the  liver  hes 
ni  front  of  the  intestine  and  has  only  a  thick  membranous  attachment  to  the  rest 
of  the  right  lobe.    The  lungs  are  unexpanded,  the  right  one  being  extremely 

6483 

1662.  The  trunk  of  a  male  foetus,  from  which  the  anterior  body-wall  to^rether  with 
the  greater  part  of  the  diaphragm,  has  been  removed.  The  fundus  of  the  stomach 
hes  in  the  thoracic  cavity,  and  ,s  enclosed  by  a  sac  of  peritoneum  (part  of  whtch 
has  been  cut  away),  the  neck  of  which  occupies  the  oesophageal  opening  The 
left  kidney  is  represented  by  a  flat  fibrous  mass  17  ram.  long.  The  reSum  it 
imperfora  e  and  the  distended  large  intestine  terminates  at  the  level  of  the  brim 
of  the  pelvis  in  a  fibrous  cord  intimately  adherent  to  the  posterior  siXe  S 
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the  bladder.   The  abdomiaal  aorta  ends  in  two  vessels  of  unequal  size ;  the  rioht  is 
the  larger  and  i3_  continued  as  the  hypogastric  artery,  whilst  the  Mt  t^mSate 
m  external  and  internal  iliac  branches  ^i-i'  wjrminaces 
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1663.  Ihe  trunk  of  a  male  foetus,  from  which  the  anterior  thoracic  and  abdominal 
waU    have  been  removed.    There  is  a  large  opening  iu  the  left  half  of  the 
diaphragm,  through  which  part  of  the  liver,  the  stomach,  small  intestine  Spleen 
ascending  and  transverse  colon  project  into  the  left  half  of  the  thorax,  di'sphvcing 

z^i:         ^^'^  ^^-^^  -  -^^^  — .  Th^e  .gh 

uol2 


STEANGULATED  HEENIA. 

_  A  hernia  is  strangulated  when  there  is  such  a  want  of  proportion  between  the 
size  of  the  protrusion  and  that  of  the  opening  through  which  it  passes  that  the 
circulation  through  the  contents  of  the  hernia  is  interfered  with.  Strangulation 
most  commonly  results  from  a  sudden  increase  in  the  contents  of  an  already- 
existing  hernia  produced  by  a  forcible  conlracfcion  of  the  abdominal  muscles; 
much  less  commonly  the  hernia  is  formed  and  strangulated  by  one  and  the  same 
violent  effort.  If,  as  is  most  commonly  the  case,  the  strangulation  concerns  a 
knuckle  of  intestine,  the  lumen  of  the  latter  is  blocked  and  intestinal  obstruction 
results. 

The  constriction  producing  the  strangulation  may  be  formed  by  the  neck  of  the 
hernial  sac  or  by  some  structure  external  to  it,  such  as  G-imbernat's  ligament.  The 
changes  resulting  from  the  strangulation  of  intestine  vary.  In  rare  cases  the 
constriction  is  sufficient  completely  to  arrest  the  circulation  at  once.  In  these 
circumstances  there  is  no  effusion  of  fluid  into  the  sac  and  the  gut  remains  pale. 
In  most  cases,  however,  the  pressure  at  first  is  sufficient  only  to  obstruct  tEe 
venous  return.  In  consequence  of  this  venous  congestion  the  gut  becomes  dark  red 
or  almost  black  in  colour  and  swollen,  whilst  serous  fluid,  often  blood-stained,  is 
effused  into  the  sac.  Unless  the  strangalation  be  speedily  relieved  the  damaged 
intestine  becomes  inflamed  and  the  formation  of  a  laj'er  of  inflammatory  exudation 
on  its  surface  destroys  the  polish  of  the  serous  coat  (1664).  I'inally,  with  the 
increasing  swelling  of  the  bowel,  the  circulation  is  completely  arrested,  and  if  this 
condition  be  maintained  sufficiently  long  gangrene  sets  in  and  the  colouring-matter 
of  the  blood  begins  to  undergo  changes  and  to  soak  out  of  the  gangrenous  part. 
The  colour  of  the  gut  then  changes  from  dark  red  or  purple  to  ash-grey  (1666) ;  it 
becomes  soft  and  sodden  and  may  finally  break  down  into  a  pu]py"mass"of  slough. 

Intestine  which  has  been  strangulated  is  often  marked  by  a  deep  indentation  at 
those  parts  which  have  been  in  contact  with  the  constricting  ring  (1671).  Oc- 
casionally after  reduction  perforation  may  take  place  at  the  site  of  these  indentations ; 
or  the  healing  of  the  ulcerated  mucous  membrane  may  lead  to  stricture  (1682). 

In  cases  which  have  terminated  fatally  without  relief  of  the  strangulation  the  gut 
above  the  obstruction  is  found  to  be  full,  dilated,  and  congested,  while  that  below  is 
empty,  contracted,  and  pale  (1669).  In  the  rare  condition  known  aspartial  enterocele, 
only  a  part  of  the  circumference  of  a  knuckle  of  intestine  is  strangulated  (1667, 
1674)  ;  after  reduction  in  such  a  case  the  strangulated  segment  appears  as  a 
pouch  on  the  unattached  aspect  of  the  bowel,  and  perforation  is  very  likely  to  occur 
in  the  groove  surrounding  the  base  of  the  constricted  part  (1674). 

If  a  strangulated  hernia  be  not  relieved  by  taxis  or  by  operation,  the  patient 
almost  invariably  dies.  Eecovery  may,  however,  take  place  in  rare  cases  with  the 
formation  of  an  artificial  anus.  In  order  that  this  may  occur,  the  gut  must  be 
sufficiently  tightly  nipped  to  cause  gangrene.  Firm  adhesions  then  form  between 
the  intestine  within  the  abdomen  and  the  mouth  of  the  sac.  The  strangulated 
portion  sloughs,  and  suppuration  takes  place  about  it,  ending  iu  the  formation  of 
an  abscess,  which  bursts  externally,  and  the  fajces  find  a  way  to  the  surface. 
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Artificial  anus  more  frequently  results  from  a  strangulated  hernia  which  has  been 
treated  by  operation  and  in  which  the  gut,  being  found  gangrenous,  has  been  opened 

and  left  in  situ  (1678).  i  ,  i  i,      •    •  ^v,;„v, 

Considerable  success  has  followed  the  treatment  of  strangulated  hernia  m  whicti 
the  bowel  is  actually  gangrenous,  or  apparently  hopelessly  damaged,  by  immediate 
enterectomy  (1679,  1683). 

1664.  Some  of  the  parts  concerned  in  a  small  femoral  hernia,  the  hernial  sac  being 
for'the  most  part  removed.  The  entire  circumference  of  the  intestine  lay  within 
the  sac,  but  without  its  mesentery,  and  the  intestine  has  been  tightly  constricted 
at  the  neck  of  the  sac.  The  surface  of  the  intestine  is  covered  with  a  layer  of 
inflammatory  exudation.  The  contrast  between  the  bowel  above  and  that  below 
the  obstruction  is  well  marked ;  the  former  (on  the  right  side)  is  distended,  the 
latter  (on  the  left  side)  is  empty  and  contracted.  714 

1665.  Some  of  the  parts  concerned  in  a  femoral  hernia  of  the  right  side.  The  sac 
of  the  hernia,  except  its  neck,  has  been  removed.  The  intestine  which  it  contained 
consists  of  a  small  loop  with  part  of  the  mesentery.  The  intestine  presents  no 
appearance  of  inflammation,  and  is  in  all  respects  similar  to  that  within  the 
abdomen.    Lying:  to  the  outer  side  of  the  hernia  are  the  femoral  artery  and  vein. 

4149 

Tlie  patient,  a  female,  had  all  the  symptoms  of  strangulated  femoral  hernia,  and  apparently 
died  from  exhaustion  from  persistent  vomiting. 

In  the  MS.  Catalogue  it  is  observed  that  the  specimen  illustrates  well  how  death  from 
strangulated  hernia  may  arise  from  other  causes  than  gangrene  of  the  intestine. 

1666.  A  portion  of  ileum,  part  of  which  was  strangulated  in  a  hernial  sac.  The  stran- 
gulated portiou  includes  about  4  cm.  of  the  intestine,  the  marks  of  the  constriction 
being  still  plainly  discernible  on  it.  The  coats  of  the  strangulated  part  are 
swollen  and  more  opaque  than  the  healthy  intestine,  and  are  of  a  slate-grey 
colour  from  congestion.  Its  surface,  as  well  as  that  of  the  mesentery  supporting 
it,  is  covered  with  a  layer  of  inflammatory  exudation.  The  intestine  on  the 
proximal  side  of  the  obstruction  is  dilated.  2273 

1667.  A  portion  of  small  intestine,  a  part  of  which  was  strangulated  in  a  small  femoral 
hernia.  The  strangulated  part  includes  a  portion  only  of  the  circumference  of  the 
intestine  (partial  enterocele)  and  takes  the  form  of  a  projecting  sacculus,  the  base 
of  which  is  sharply  marked  off  from  the  rest  of  the  bowel  by  a  well-defined 
constriction.  The  strangulated  part  of  the  intestine  is  coated  with  a  thin  film  of 
exudation  ;  in  several  spots  it  is  thin  and  transparent  from  ulceration  of  its  coats, 
its  wall  being  in  these  places  formed  only  by  peritoneum.  717 

From  the  same  case  as  No.  1686. 

1668.  A  wax  model  of  the  lower  part  of  an  abdomen  and  of  a  strangulated 
inguinal  hernia  on  the  right  side.  There  is  intense  inflammation  in  the  abdominal 
cavity  and  in  the  hernial  sac,  the  serous  membrane  being  everywhere  covered  with 
a  thick  layer  of  yellowish  inflammatory  exudation.  2857 

The  patient  refused  any  operation. 

1669.  A  wax  model  of  the  lower  part  of  an  abdomen,  the  abdominal  wall  being 
turned  downwards  to  expose  the  intestine.  On  the  right  side  a  portion  of  the 
small  intestine  is  represented  passing  into  the  femoral  canal,  and  strangulated  in 
the  sac  of  a  femoral  hernia.  The  portion  of  the  small  intestine  on  the  distal  side 
is  closely  contracted,  but  otherwise  natural ;  the  intestine  above  the  constriction 
for  a  considerable  distance,  is  distended  and  much  congested.  There  is  no 
evidence  of  peritonitis.  2538 
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1670.  A  wax  model  probably  from  the  same  case  as  the  preeeding  specimen 
bowel  above  and  below  the  hernia  is  represented  as  laid  open  C  d^slv  tte 
congested  state  of  the  mucous  membrane  in  the  bowel  above  tile  hernia.  730 

1671.  AVax  models  of  portions  of  small  intestine,  the  intestine  in  one  of  the  models 
being  represented  laid  open.  A  small  loop  of  the  intestine  was  strangulated  hi  a 
hernial  sac  and  .s  much  congested.  There  is  inflammatory  exudation  on  the 
surface  of  the  adjoining  portion.  The  seat  of  constriction  is  marked  by  a  deep 
groove  at  either  end  of  the  strangulated  piece.  ^  4375 

1672.  Wax  models  of  the  caecum  and  part  of  the  ascending  colon  of  a  child  the 
colon  in  one  of  the  models  being  represented  laid  open.  The  parts  shown  were 
strangulated  in  a  hernia,  and  are  much  congested.  The  mucous  membrane  of 
the  colon  IS  very  dark  from  extravasation  of  blood.  The  vermiform  appendix  is 
not  congested.  y^^g 

1673.  A  wax  model  of  the  lower  part  of  the  left  side  of  an  abdomen,  the  abdominal 
wall  with  a  piece  of  omentum,  probably  adherent  to  the  neck  of  a  hernial  sac 
being  turned  downwards ;  parts  of  the  small  intesine  and  the  sigmoid  colon  are 
thus  exposed.  At  one  spot  the  small  intestine  was  ruptured  by  a  blow,  when 
strangulated  in  an  inguinal  hernia.  The  ruptured  part,  which  is  deep  purple,  has 
been  withdrawn  from  the  sac,  and  is  shown  lying  within  the  abdomen.  A  slio-ht 
extravasation  of  faecal  matter  has  occurred  in  the  immediate  neighbourhood,  and 
appears  to  have  been  confined  by  recent  adhesions  amongst  the  coils  of  the 
intestine.  2861 

The  rupture  was  followed  by  great  increase  of  pain.    Peritonitis  immediately  supervened. 

1674.  A  portion  of  small  intestine,  a  part  only  of  the  circumference  of  which  was 
strangulated  in  a  femoral  hernial  sac  (partial  enterocele).  The  strangulated  part 
of  the  bowel  forms  a  distinct  projection  on  the  unattached  border  and  is  marked 
off  at  its  base  by  a  shght  groove.  The  wall  of  the  strangulated  portion  is  swollen 
and  its  surface  roughened  by  inflammatory  exudation.  In  the  groove  at  the  base 
of  the  strangulated  portion  there  is  an  oval  perforation  7  mm.  in  its  longer 
diameter.  6812 

From  a  woman,  aged  68,  who  was  admitted  into  TJ.  0.  H.,  under  the  care  of  Mr.  Beck,  Jan.  23, 
1892,  for  strangulated  femoral  hernia.  No  history  was  obtainable.  Operation  was  at  once 
performed,  Gimbernat's  ligament  divided,  and  the  bowel  red  uced.  Death  occurred  during  an 
attack  of  vomiting  before  the  patient  bad  recovered  from  the  anaisthesia.  (Mr.  Beck's  Case- 
books, 1892,  vol.  i,  p.  242.) 

1674  A.  A  small  portion  of  the  sigmoid  colon,  on  which  is  a  pouch  which  occupied 
the  sac  of  a  left  inguinal  hernia.  The  wall  of  the  pouch  is  greatly  thickened,  and 
attached  to  it  is  a  considerable  mass  of  fat,  on  the  surface  of  which  some  of 
the  appendices  epiploicsB  are  recognisable.  On  opposite  sides  of  the  pouch-like 
dilatation  of  the  bowel  are  two  perforations,  through  which  it  is  transfixed  by  a 
narrow  strip  of  bone  5  cm.  in  length. 

Prom  a  man,  aged  74,  who  was  admitted  into  the  Richmond  Hospital,  under  the  caro  of  Mr.  Law, 
on  Sept.  15,  1879.  On  the  preceding  day  a  left  inguinal  hernia,  which  was  believed  to  have 
existed  for  3  years,  became  irreducible;  there  were  frequent  slight  actions  of  the  bowels 
with  nausea,  but  no  vomiting.  Operation  was  performed  and  the  piece  of  bone,  which 
protruded  through  the  sac,  was  withdrawn ;  the  sac  was  opened  and  two  small  perforations 
detected  in  the  adjacent  pouch  of  largo  intestine  which  it  contained;  a  drainage-tube  was 
inserted  into  the  sac.  Death  occurred  79  hours  after  the  operation,  with  commencing  general 
peritonitis.  The  part  of  the  bowel  which  occupied  the  sac  had  an  appearance  exactly  like  a 
diverticulum  on  the  sigmoid  colon.    ('  Lancet,'  1880,  vol.  i,  p.  643.) 

1675.  The  parts  concerned  in  a  small  femoral  hernia  of  the  right  side,  dried.  As 
a  result  of  strangulation,  gangrene  of  a  loop  of  small  intestine  occurred,  leading  to 
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-  the  formation  of  an  artificial  anus.  The  upper  part  of  the  intestine,  recognisable 
by  its  greater  size,  is  lyiug  above  the  pubes ;  opposite  the  neck  of  the  sac  this 
portion  of  the  intestine  opens,  after  becoming  much  narrowed,  into  a  small  cavity 
within  the  abdomen,  which  communicates  by  an  aperture  about  1  cm.  in  diameter 
w  ith  the  interior  of  the  hernial  sac,  the  greater  part  of  which  has  been  removed. 
The  other  end  of  the  intestine  opens  in  the  opposite  side  of  the  cavity.  A  bougie 
has  been  passed  through  the  two  openings,  between  which  a  portion  of  the 
intestine  appears  to  have  been  completely  destroyed.  Another  coil  of  intestine  is 
firmly  adherent  to  the  walls  of  the  cavity  above  noticed. 

1676.  Part  of  a  right  hip-bone,  together  with  the  parts  concerned  in  the  forma- 
tion of  an  artificial  anus  in  connection  with  a  strangulated  femoral  hernia.  The 
openings  into  the  two  parts  of  the  coil  of  intestine  which  was  in  the  hernia 
lie  side  by  side  ;  that  which  opens  into  the  upper  part  of  the  intestine,  and  through 
which  the  intestinal  contents  were  discharged,  is  marked  by  a  piece  of  white  glass 
rod ;  the  opening  into  the  lower  part  of  the  bowel,  marked  by  a  piece  of  red 
glass,  is  surrounded  by  slightly  prolapsed  mucous  membrane.  On  the  abdominal 
aspect  of  the  specimen  the  difference  in  the  size  of  the  two  portions  of  the  loop 
of  intestine  is  well  shown.  Suppuration  appears  to  have  occurred  alojig  the  line  of 
Poupart's  ligament,  the  situation  of  the  abscess  being  indicated  by  pieces  of  green 
glass  rod.  5469 

There  is  no  history  to  the  specimen. 

1677.  A  specimen  jUustrating  the  formation  of  an  artificial  anus  in  connection  with 
an  inguinal  hernia  of  the  sigmoid  colon.  The  two  parts  of  the  loop  of  intestine 
open  separately  on  the  surface  of  the  skin,  one  above  the  other.  The  lower 
opening  is  small  and  leads  into  the  contracted  bowel  below  the  artificial  anus  ;  the 
upper  opening  is  much  larger  and  surrounded  by  slightly  prolapsed  mucous  mem- 
brane, and  is  the  opening  through  which  the  intestinal  contents  were  discharged. 
In  the  neighbourhood  of  the  artificial  anus  the  sigmoid  colon  is  loosely  adherent 
to  the  parietal  peritoneum.  The  testicle,  which  presents  a  small  hydrocele,  is  in 
a  position  of  retroversion. 

There  is  no  history  to  the  specimen,  but  the  artificial  anus  probably  resulted  from  an  operation 
tor  gangrenous  hernia.  ^ 

1678.  Part  of  the  right  side  of  the  trunk  of  a  male  infant,  illustrating  the  formation 
of  an  artificial  anus  in  connection  with  a  strangulated  inguinal  hernia  The 
artificial  anus  involves  the  lower  end  of  the  ileum;  the  lower  of  the  two 
openings  m  the  abdominal  wall  is  that  through  which  the  intestinal  contents  were 
discharged.  The  ileum  above  the  artificial  anus  is  dilated,  whilst  the  ascendiuff 
colon,  caeeum,  and  the  short  length  of  ileum  between  the  latter  and  the  artifici^ 
anus  are  contracted  The  vermiform  appendix  is  adherent  by  its  extremity 
to  the  dilated  ileum  above  the  artificial  anus.  gg^S 

From  an  infant  aged  6  weeks,  in  whom  the  hernia  had  been  strangulated  probably  for  6  davs 
At  the  operation  ,t  was  found  that  a  gangrenous  patch  in  the  intestine  had  ruptured  Te 
edges  of  the  opening  in  the  gut  were  stitched  to  the  skin-wound     The  arUfininl  n^,,o  I  I  a 

kvUtl890).f ''7^^'"'  '''^  ^  Beg 

1679.  A  loop  of  small  intestine,  measuring  31  cm.  in  length,  removed  by  operation 
m  a  case  o  strangulated  hernia.  The  site  of  strangulat  on  is  situated  near  the 
middle  of  the  loop,  and  whilst  the  bowel  above  this  point  is  dikted  an^d  s 
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darker  in  colour  than  the  rest  of  the  bowel  swollfln  nnrl  ;n„^^  i  *  i 
a  yellowish  layer  of  inflammatory  exudS  '       ^"^^'^P^'^t^ly  covered  by 

Prom  a  woman,  aged  22,  who  was  aclmitlp(1  inin  TT  n  tt  i  .1  8572 
July  8,  1900.  For  seVeral  years  b  'Sd  wor^ a  tru^  TorZ  ^UaT  -^I'  °" 
symptoms  of  strangulation  Lad  dereloped  two  dnv«  Cr  J  i  ^  mgumal  liernia,  and 

ti.e  gut  was  found  to  be  gangrenous  thfstrZul  t  on  W  ''^'"'^''Tu  °P''"'""g  "^'^ 
middle  of  the  sac.    The  piece  ?f  bowel  i  reserved^S  ^  constriction  at  the 

anastomosis  performed  4ith  simprsutK  Dca  h  oc:urCro"thr3:-7d::'f  '""i'"  ^."^^ 
due  to  gangrene  of  the  wall  of  the  bowel  around  one  0X0  sut,u  .«  fn  1l  ^  ""^  P-^^t^^'tis, 
(Mr.  Barker's  Ca,e-boo/cs,  1900,  vol.  i,  p  361 )  proximal  segment. 

1680.  A  coil  of  small  intestine  removed  by  operation  in  a  case  of  strancrnkted 
hernia.   The  mesentery  has  been  divided  close  to  its  attachment  to  the  bowd  In 

wheiJ'it  is '^f'^'T        '  appearance,  except  at  one  part^ 

^^he  e  It  is  slightly  discoloured  and  presents  small  deposits  of  inflammatory 
exudation  on  its  serous  coat.  gg^^ 

From  a  paan  aged  20,  who  was  in  U.  C.  H.  under  the  care  of  Mr.  Barker  in  1899    The  hernia 
TZZi  ''f  1  the  scrotum,  and  symptoms  of  strangulation  had  ex  sted  for  four 

days  before  the  patient's  admission  to  the  hospital.    On  openinAhe  hernial  sac  thnintpJf;,,! 
was  found  to  be  bluish-black  in  colour,  swolleLnd  nearly  Ureless    The  porLJof  i^£^^^ 
preserved  in  the  specimen  was  excised,  and  eud-to-end\nastomosis  perforS  with  sim^^^ 
suture.   The  patient  made  an  uninterrupted  recovery.    (Surg.  Eeg.  Eep.  1899,  p.  128,  No.  1249.) 

\/  1681.  A  piece  of  small  intestine  37  cm.  in  length  removed  by  operation  in  a  case 
o_t  strangulated  hernia.  The  strangulated  part  involves  about  half  onlv  of  the 
circumference  of  the  intestine  for  a  length  of  3  cm.,  and  forms  a  distinctly 
bilobed  projection  from  the  aspect  of  the  bowel  opposite  to  the  attached  border 
I  he  strangulated  part,  which  was  gangrenous,  is  coated  with  - a  layer  of  inflam- 
matory exudation.  The  contrast  between  the  swollen  and  slightly  distended 
condition  of  the  bowel  above  the  seat  of  the  strangulation  contrasts  strongly  with 
the  contracted  bowel  below.  8201 

■^^^^  ^  ^^°^^a'  ^S®^  ^'^^  admitted  into  U.  0.  H.,  under  the  care  of  Mr  Barker  on 

March  23, 1899.  On  March  20  a  sudden  attack  of  pain  in  the  right  groin  led  to  the  detection 
of  a  femoral  hernia.  On  admission  the  vomiting  was  stercoraceous  and  the  skin  over  the 
hernia  was  red  and  cedematous.  Local  ana;sthesia  was  induced  by  infiltration  with  1  in  1000 
solution  of  eucaine,  and  herniotomy  performed  ;  the  portion  of  bowel  preserved  in  the 
specimen  was  excised  and  end-to-end  anastomosis  efFected  with  a  Murphy's  button.  On  the 
5th  day  after  the  operation  symptoms  of  intestinal  obstruction  again  developed,  and  on  the 
6th  the  abdomen  was  opened  and  the  segment  of  bowel  containing  the  button  excised,  after 
establishing  lateral  anastomosis  with  another  button.  Death  occurred  a  few  hours  after  the 
operation.    (Mr.  Barker's  Case-books,  1899,  vol.  i,  p.  290.) 

1682.  A  piece  of  small  intestine,  measuring  94  cm.  in  length,  removed  by 
operation.  At^  a  distance  of  23  cm.  from  one  extremity  the  bowel  presents  a 
sharp  twist  in  its  longitudinal  axis,  the  position  of  the  twist  being  indicated,  in 
the  natural  position  of  the  parts,  by  a  deep  sulcus,  above  which  the  bowel  presents 
a  well-marked  pouch-like  dilatation.  In  its  present  condition  the  two  parts  of 
the  kinked  intestine  have  been  forcibly  separated  and  the  bowel  accidentally  torn, 
thus  displaying  a  tight  stricture  measuring  only  6  mm.  in  diameter.  The  portion 
of  bowel  above  the  stricture  is  uniformly  larger  than  that  below  and  its  wall 
distinctly  thicker.  In  almost  the  whole  length  of  the  specimen  the  surface  of  the 
intestine  is  irregularly  covered  with  tough  fibrous  adhesions.  S5S0 

From  a  woman,  aged  39,  in  whom  an  operation  was  performed  for  a  strangulated  femoral 
hernia  on  July  1,  1900;  the  bowel,  which  was  congested  and  cedematous,  was  reduced.  The 
patient  left  the  hospital  on  July  16,  and  immediately  commenced  to  suffer  from  attacks  of 
cramp-like  abdominal  pain.  On  Sept.  8  a  severe  attack  occurred,  attended  with  collapse  and 
abdominal  distension ;  the  bowels  were  irregular,  constipation  alternating  vnth  diarrhoea,  and 
there  was  much  flatulence.  On  Oct.  15  the  patient  was  re-admitted  and  abdominal  section 
performed.  The  bowel  preserved  in  the  specimen,  which  was  extensively  adlierent,  was 
excised,  and  end-to-end  anastomosis  by  simple  suturing  performed.  The  patient  did  well  and 
left  the  hospital  on  Pea  19.    (Mr.  Barker's  Case-hooks,  1900,  vol.  i,  p.  211.) 


DEATU  AFTER  REDUCTION  OF  STRANGULATED  HERNIA. 


161 


1683  A  piece  of  small  intestine,  152  cm.  in  length,  removed  by  operation  from  a 
case  of  strangulated  ventral  hernia.  The  mesentery  has  been  divided  near  its 
attachment  to  the  bowel.  The  strangulated  portion  is  swollen  and  dark  red  m 
colour ;  the  valvule  couniventes  are  infiltrated,  and  in  places  stained  nearly  D'ac^ 
by  extravasation. 

From  a  woman,  aged  76,  who  was  admitted  into  U.  C.  H.,  under  tbe  care  of  Mr.  Barker,  on  Jan 
10  1901.  She  had  undergone  ovariotomy  in  1870  and  for  2  years  had  had  a  large  ventral 
hernia  in  the  ovariotomy  scar.  Svmptoms  of  strangulation  began  2  days  before  admission,  the 
hernial  tumour  becoming  tender  and  larger  than  usual.  The  contents  of  the  hernia  were 
only  partly  reducible.  The  abdomen  was  opened  through  the  old  scar,  and  about  a  pmt  ot 
blood-stained  fluid  with  a  fishv  odour  escaped.  A  coil  of  small  intestine  about  3  feet  in  length 
was  found  to  be  strangulated  through  the  omentum  ;^the  piece  of  bowel  preserved  in  the 
specimen  was  removed  and  end-to-end  anastomosis  performed  with  continuous  Bilk  sutures. 
The  lower  part  of  the  abdomen  was  filled  with  uterine  fibroids.  The  patients  convalescence 
was  interrupted  by  bronchitis  and  she  left  the  hospital  on  April  2.  (See  Barker,  Med.  Chir. 
Trans,  vol.  Ixxxiv,  1901,  p.  181.) 

1684.  T'art  of  the  ileum  in  which  end-to-end  anastomosis  was  performed  after  the 
excision  of  the  artificial  anus  resulting  from  a  gangrenous  strangulated  hernia. 
The  position  of  the  anastomosis  is  indicated  by  a  shght  narrowing  of  the  bow  el, 
but  the  line  of  suture  is  almost  hidden  by  a  layer  of  inflammatory  exudation. 
Some  of  the  sutures  in  the  mesentery  can  be  seen.  6447 

From  a  woman,  aged  44,  in  whom  symptoms  of  strangulation  of  a  left  femoral  hernia  had  been 
present  for  4  days  before  her  admission  into  U.  0.  H.  Herniotomy  was  performed  and  the 
gangrenous  intestine,  opened.  On  the  IGtli  day  the  artificial  anus  was  excised  and  end-to-end 
anastomosis  performed  by  simple  suture.  Death  occurred  on  the  5th  day  from  strangulation 
of  a  lower  portion  of  the  ileum  which  had  escaped  into  the  deep  part  of  the  wound.  (Surg. 
Eeg.  Eep.  1889,  p.  258.) 

1685.  -A-  large  piece  of  omentum,  which  was  removed  in  an  operation  for  stran- 
gulated inguinal  hernia.  The  omentum  is  stained  dull  reddish  brown  from 
congestion ;  it  is  still  readily  unfolded,  and  is  loose  and  unaltered  in  texture. 

5049 


Specimens  illustrating  the  Causes  of  Death  after  apparent 
Reduction  of  a  Strangulated  Hernia. 

After  the  apparent  reduction  of  a  strangulated  hernia  the  symptoms  may  not  be 
reheved  from  various  causes,  the  chief  of  which  are  the  following  : — 1.  The  hernia 
reduced  may  not  have  been  the  cause  of  the  symptoms,  a  smaller  and  undetected 
rupture  being  the  real  cause  of  death  (1686).  2.  The  gut  may  have  been  so  injured 
during  the  time  it  was  strangulated  that,  after  reduction,  it  could  not  perform  its 
functions.  3.  The  strangulation  may  have  been  caused  by  adhesions,  as  of  omentum, 
at  the  neck  of  the  sac,  and  thus  be  not  relieved  by  reduction  of  the  hernia.  4.  lu 
some  very  rare  cases  there  has  been  an  intussusception  of  some  of  the  gut  included 
within  the  sac.  5,  If  there  should  be  an  adhesion  between  a  small  piece  of  the 
gut  and  the  neck  of  the  sac,  it  is  said  that  the  gut  may  be  so  bent  upon  itself  after 
reduction  as  to  prevent  the  passage  of  faeqes.  6.  Eeduction  en  masse  (1688),  By 
this  is  meant  reduction  of  the  sac  and  its  contents  together  into  the  abdomen.  *  This 
is,  of  course,  only  possible  when  the  seat  of  strangulation  is  the  thickened  "neck  of 
the  sac ;  it  is  very  rare  and  has  been  met  with  chiefly  in  inguinal  herni®.  A  more 
common  condition  is  a  partial  reduction  of  the  hernia  en  masse,  possibly  of  gradual 
occurrence,  so  that  the  sac  assumes  an  hour-glass  form,  part  within  and  part  outside 
the  cavity  of  the  abdomen.  The  contents  may  then  be  squeezed  from  the  outer  to 
the  inner  sac,  and  apparent  reduction  effected,  while  the  real  seat  of  strangulation 
IS  at  the  neck  of  the  sac  some  distance  within  the  abdomen.    Another  form  of  this 
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con dilion  IS  displacement  of  the  neck  of  the  sac  into  the  abdominal  cavity  M>ith 
n.pture  of  the  body  of  the  sac  immediately  bolow,  so  that  the  conten  sYthe 
hernia  are  forced  into  the  subperitoneal  areolar  tissue.  7.  The  gut  may  be  i^ntu red 
by  accidenial  or  intentional  violence,  and  reduced  in  this  state  (1073)  S 
extravasation  then  occurs,  causing  fatal  peritonitis. 

1686.  Part  of  the  abdominal  wall  of  the  right  inguinal  region,  together  with  the 
sacs  ot  a  small  oblique  uigmnal  and  a  small  femoral  hernia.  The  sac  of  the 
inguinal  hernia  is  3  cm.  in  its  longest  diameter;  it  has  been  exposed  by  the 
removal  ot  part  of  the  aponeurosis  of  the  external  oblique  muscle.  The  neck  of 
the  sac  measures  nearly  2  cm.  in  diameter,  and  beneath  the  peritoneum  at  its 
lower  and  outer  part:  is  seen  the  round  ligament.  The  sac  of  the  femoral  hernia 
is  Hask-shaped,  and  is  4  cm.  in  length  ;  the  neck  is  only  3  mm.  in  diameter  The 
temoral  hernia  does  not  occupy  the  usual  position  in  the  femoral  canal ;  the  outer 
border  of  its  neck  is  separated  from  the  femoral  vein,  for  a  distance  of  1  cm.,  hy  a 
mass  of  fat.  The  hernia  appears  to  have  descended  through  Gimbernat's  ligament 
below  the  edge  of  Poupart's  ligament.  7Xg 

The  history  of  the  case  is  incomplete.  The  patient,  a  woman,  presented  the  symptoms  of 
strangulated  hernia  and  a  hernia  in  the  right  groin  was  reduced  bj  taxi?.  The  symptoms 
were  not  reheved,  and  a  small  tumour  not  larger  than  a  cherry  could  be  felt  under  Pouparfs 
ligament ;  by  gentle  means  this  was  reduced,  but  the  patient  died  the  same  evening.  It  is  thus 
probable  that  in  the  first  instance  only  the  inguinal  hernia  was  detected,  whilst  the  stran-^u- 
lated  icmoral  hernia  was  left  uureductd.  The  intestine,  which  was  strangulated,  is  preserved 
in  No.  1667.  ^ 

1687.  The  sac  of  a  small  inguinal  hernia,  with  part  of  the  adjacent  peritoneum, 
spermatic  cord  and  testicle,  and  a  portion  of  omentum,  the  latter  being  adherent 
by  a  delicate  fibrous  band  to  the  peritoneum,  which  forms  the  posterior  wall  of 
the  base  of  the  sac.  The  peritoneum  forming  the  neck  of  the  sac  is  thickened 
and  opaque.  The  tapering  portion  of  the  omentum,  which  gives  attachment  to 
the  cord  of  fibrous  tissue,  appears  to  have  lain  within  the  neck  of  the  sac,  its  folds 
being  closely  packed  and  consolidated,  and  contrasting  w  ith  the  loose  floating  part 
above. 

By  the  withdrawal  of  the  omentum  from  the  sac,  the  posterior  wall  of  the  latter 
has  been  drawn  upv\ards,  so  as  to  give  the  band  the  appearance  of  having  been 
attached  to  the  neck  of  the  sac.  710 

1688.  -A-  dried  specimen  of  the  parts  concerned  in  an  oblique  inguinal  hernia  of 
the  left  side,  showing  a  partial  reduction  of  the  hernia  en  masse;  the  external 
oblique  has  been  turned  downwards.  The  hernial  sac  lies  almost  entirely  within 
the  cavity  of  the  abdomen  and  presents  at  its  upper  part  the  rounded  opening  of 
the  neck,  which  measures  nearly  2  cm.  in  diameter.  In  its  lower  part  the  sac 
occupies  the  inguinal  canal,  but  in  the  present  condition  of  the  parts  it  does  not 
extend  be\  ond  the  external  abdominal  ring.  The  external  iliac  vessels  lie  on  the 
deep  aspect  of  the  outer  part  of  the  sac. 

W.  M.,  aged  47,  a  labourer,  was  admitted  into  U.  C.  H.  Dec.  21,  1870.  He  had  been  ruptured 
16  years,  but  had  never  had  any  difficulty  in  reducing  the  rupture,  and  had  worn  a  truss 
regularly.  On  Dec.  18  the  hernia  came  down  during  a  violent  fit  of  coughing,  and  vomiting 
soon  began.  On  Dec.  20  a  medical  man  partly  reduced  the  hernia  by  taxis,  but  without 
giving  any  relief.  On  admission  at  4  p.m.  on  Dec  21  the  patient  was  very  weak  and  ill ; 
temp.  98°-6  ;  pulse  100  and  thready  ;  belly  distended  and  tympanilic.  There  was  oedema  and 
redness  from  the  anterior  superior  iliac  spine  to  the  pubes,  reaching  a  hand's  breadth  above 
and  below  Poupart's  ligament.  In  the  lower  part  of  the  inguinal  canal  was  a  swelling 
as  large  as  a  walnut,  tense,  oblong,  tender,  and  without  distinct  impulse.  Chloroloriu 
was  administered,  and  the  hernia  was  apparently  reduced  without  great  difficulty.  There  \yas 
no  gurgle  as  it  went  back,  but  immediately  afterwards  a  small  swelling  reappeared,  which 
went  back  with  gurgling.    The  symptoms  were  not  relieved,  and  the  patient  died  on  Dec.  L4. 

P  3/  — All  the  .  iscera  except  those  concerned  in  the  hernia  were  healthy  ;  the  tissues 
covering  the  sac  were  codcmatous  and  discoloured  ;  the  part  of  the  sac  external  to  the  abdoininnl 
ring  was  as  large  as  a  small  egg,  and  contained  some  omentum,  behind  which  lay  a  coil  ol  gut. 
On  opening  the  abdomen  a  tumour  us  big  as  a  small  orange  was  seen  in  the  siibpentoncal  tissue 
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of  the  left  inguinal  region.  Jhis  was  formed  by  a  large  Ijart  of  the^sac  which  l-^^been^pushed 


back  into  the  abdomen.    The  ueek  of  the  sac  lay  at  least  one  and  a  half  inch  witl.in 


which  cont^iined  scarcely  any  fluid.  There  was  one  sinall  adliesion  between  the  omentum  ana 
the  sac.    There  was  slight  general  peritonitis.  ■  (Mr.  Marshall's  Case-books,  1870-71,  vol.  i, 


general  per 
p.  171.) 

1689.  The  sac  and  contents  of  a  small  inguinal  hernia  of  the  left  side,  a  consider- 
able pai-t  of  the  sac  having  been  cut  away  in  order  to  display  the  contents.  The 
latter  consists  of  a  knuckle  of  small  intestine  which  is  still  strangulated  beneath  a 
rounded  fibrous  cord,  which  passes  from  one  part  of  the  neck  of  the  sac  to 
another,  and  beneath  which  a  piece  of  glass  rod  has  been  placed.    The  intestine 
in  the  sac  is  partly  covered  by  a  thin  layer  of  exudation  and  presents  a  large 
rounded  perforation.  5781 
From  a  man,  aged  59,  who  was  admitted  into  U.  C.  H.,  under  Mr.  Berkeley  Hill,  in  1882.  He 
had  had  a  left  inguinal  hernia  fur  9  years.    Symptoms  of  strangulation  began  3  days  before 
admission.    Taxis  had  been  tried  for  1.5  minutes  before  the  patient  came  to  the  hospital,  and 
after  his  admission  chloroform  was  administered  and  the  hernia  apparently  reduced.  Vomiting 
continued,  and  36  hours  later  intense  abdominal  pain  with  distension  set  in.'  Death  occurred 
on  the  5th  day  after  the  onset  of  the  symptoms.    At  the  post  mortem  examination  the  bowol 
was  found  still  strangulated,  as  shown  in  the  specimen  ;   tLiere  was  general  peritonitis.  The 
strangulated  knuckle  of  intestine  was  dark  purple  in  colour  and  had  perforated  in  the  sac. 
(Surg.  Eeg.Eep.  1882,  p.  122,  No.  932.) 

INTERNAL  STEANGULATION  OP  THE  INTESTINES. 
Internal  strangulation  of  the  intestines  may  arise  from  a  variety  of  causes. 

1.  Strangulation  through  apertures  in  the  mesentery  (  1691)  or  omentum  (1690). 

Such  apertures  are  probably  either  congenital  or  the  result  of  injury. 

2.  Strangulation  by  bauds  resulting  from  localised  peritonitis  (1694).    The  chief 

causes  of  such  a  localised  peritonitis  are  appendicitis,  tuberculous  ulceration  of 
the  intestine,  tuberculous  disease  of  the  mesenteric  glands,  pelvic  peritonitis, 
and  abdominal  operations. 

3.  Strangulation  by  adherent  omental  bands  (1695)  and,  in  rare  instances,  by 

an  adherent  vermiform  appendix,  appendix  epiploica,  or  Fallopian  tube. 

4.  Strangulation  by  a  Diverticulum  ilei  (Meckel's  diverticulum)  (1696-1700). 

The  diverticulum  is  an  unobliterated  poi-tion  of  the  vitelline  duct,  and  is 
given  off  from  the  ileum  usually  on  the  side  opposite  to  the  attachment  of  the 
mesentery.  Its  situation  is  most  frequently  between  3  iind  4  feet  (90-120  cm .) 
from  the  termination  of  the  ileum,  but  it  varies  from  1  to  10  feet.  Its  length 
is  commonly  from  2  to  3  inches.  The  variety  chiefly  concerned  with  the 
production  of  internal  strangulation  is  that  in  which  the  hollow  diverticulum 
ends  in  a  fibrous  cord,  which  may  retain  its  attachment  to  the  inner  aspect 
of  the  umbilicus,  or  the  free  end  of  the  cord  may  acquire  secondary  adhesions 
elsewhere. 

5.  Strangulation  in  an  internal  hernia.   The  chief  forms  of  internal  hernia  are  :  

(ffl)  Hernia  into  the  duodeno-jejunal  fossa  (retroperitoneal  hernia)  ;  (h)  Hernia 
into  the  intersigmoid  fossa;  (c)  Hernise  into  the  pericecal  fossEe ;  and  Ul) 
Hernia  into  the  foramen  of  Winslow. 

In  internal  strangulation  the  effects  on  the  bowel  are  essentially  similar  to  those 
following  strangulation  in  an  external  hernia,  except  that  trie  parts  concerned  are 
entirely  contained  within  the  cavity  of  the  abdomen.  The  strangulated  part  is  nearly 
always  in  the  small  iutestine.    Actuaijangrene  of  the  bowel  is  rare. 

1690.  Several  coils  of  small  intestine,  with  the  corresponding  part  of  the  mesentery 
Htrangidated  in  a  fissure  of  the  omentum.    The  aperture  iu  the  omentum  is  oval 
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and  about  26  mm.  in  its  longer  diameter.  In  one  or  two  situations,  on  both  the 
strangulated  parts  and  those  not  strangulated,  are  distended  lacteal  vessels.  The 
mesentery  occupying  the  aperture  is  twice  folded  on  itself.  The  texture  of  tlie 
omentum  is  not  apparently  altered,  but  it  is  rather  abundantly  loaded  with  fat. 
The  portion  of  intestine  which  has  passed  through  the  fissure  in  the  omentum 
does  not  appear  to  ha\e  been  tightly  strangulated  ;  small  shreds  of  exudation  are 
present  on  it. 


1691.  A  piece  of  mesentery  in  which  is  a  circular  aperture  3  cm.  in  diameter. 
Through  the  aperture  passes  a  coil  oF  large  intestine,  probably  the  transverse 
colon,  together  with  part  of  the  great  omentum.  The  omentum  and  the  meso- 
colon are  extensively  adherent  to  the  edge  of  the  opening  in  the  mesentery,  and 
the  omentum  is  converted  into  a  number  of  irregular  bands.  2091 

The  intestine  is  said  to  have  been  strangulated. 

1692.  Part  of  a  hernial  sac,  together  with  a  portion  of  firmly  adherent  omentum 
w  hich  occupies  it.  In  connection  with  the  lower  aspect  of  the  neck  of  the  sac  is 
a  dense  fibrous  ring  through  which  several  coils  of  small  intestine  are  tightly 
strangulated. 

There  is  no  history  to  the  specimen. 

1693.  -A.  coil  of  the  lower  extremity  of  the  ileum  tightly  strangulated  beneath  a 
rounded  fibrous  band  4'5  cm.  in  length,  which  is  attached  at  its  two  extremities 
to  a  piece  of  mesentery.  The  strangulated  piece  of  intestine  and  its  mesentery 
are  iu  parts  coated  with  a  thin  layer  of  inflammatory  exudation.  4150 

1694.  Part  of  a  cfecum,  together  with  the  lower  part  of  the  ileum  and  another 
short  piece  of  the  small  intestine.  Two  separate  fibrous  bauds  are  attached  to  the 
latter  at  a  distance  of  2-5  cm.  apart.  The  longer  and  cord-like  band  is  attached 
by  its  other  extremity  to  the  ileum  near  the  mesenteric  border ;  the  shorter  and 
more  membranous  band  ends  in  the  mesentery  of  the  ileum  close  to  the  attach- 
ment of  the  other  band.  A  loop  of  the  ileum  has  passed  between  the  two  bands 
and  is  tightly  strangulated  over  the  longer  band.  4595 

1695.  A  small  part  of  the  abdominal  wall  of  the  umbilical  region.  Attached  to 
the  posterior  aspect  of  the  abdominal  wall  at  the  position  of  the  umbilicus  and 
betw  een  the  upper  ends  of  the  obliterated  hypogastric  arteries  is  a  flattened  band 
of  omentum.  4845 

Such  an  omental  band  may  be  a  cause  of  strangulation  of  the  intestine. 

1696.  Part  of  the  small  intestine  of  a  child  strangulated  by  a  Meckel's  diverticulum. 
The'  diverticulum  springs  from  the  intestine  opposite  the  mesenteric  border,  and 
at  a  distance  of  5-5  cm.  from  its  commencement  ends  in  a  rounded  fibrous  cord, 
the  extremity  of  which  is  attached  to  the  mesentery.  The  diverticulum  and  the 
cord  in  which  it  terminates  together  encircle  the  loop  of  intestine,  passing  hori- 
zontally two  and  a  half  times  around  it.    The  mesenteric  glands  are  swollen. 

•'  1686 

1697  Several  coils  of  small  intestine  strangulated  by  a  Meckel's  diverticulum  and  a 
fibrous  band  connected  with  it.  The  diverticulum  is  at  first  almost  as  large  as 
the  intestine  itself,  but  gradually  tapers  into  a  fibrous  band.  The  diver  iculum 
and  the  band  together  make  two  complete  turns  around  the  two  parts  of  the  loop 
and  slightly  constrict  them.  The  end  of  the  band  passes  between  the  two  pieces 
of  intestine  at  the  point  of  constriction  and  is  attached  to  the  "^^^f  .^he 
intestine  on  the  proximal  side  of  the  constriction  is  dilated.  The  constructed 
parts  are  unal'.ered  in  appearance. 


STEANOULATION  DX  DIVEIITICULUM  ILEI. 

1698  A  c£ecum  with  part  of  the  ileum,  the  hitter  having  been  stranguhited  close  to 
its  termination  by  a  fibrous  cord  connected  with  a  Meckel's  diverticuluni.  ine 
diverticulum  arises  from  the  ileum  78  cm.  above  the  ileo-caecal  valve  and  is  equal 
in  diameter  to  that  of  the  bowel  from  wliich  it  springs  ;  it  is  irregularly  curved, 
16  cm.  in  length  along  its  convex  border,  and  has  a  blind,  contracted,  free 
extremity.    Attached  to  the  surface  of  the  diverticulum,  2-5  cm.  from  its  free  end, 
id  a  stout  round  fibrous  cord,  3-5  cm.  in  length,  which  crosses  the  ileum  close  above 
its  termination  and  spreads  out  to  be  attached  to  the  bowel  and  its  mesentery. 
At  this  position  the  ileum  is  drawn  upon  and  tightly  constricted  by  the  cord  which 
crosses  it.    The  whole  of  that  part  of  the  ileum  preserved  in  the  specimen  is  dilated ; 
especially  in  the  part  nearest  the  seat  of  strangulation  the  bowel  and  its  mesentery 
are  partly  covered  by  a  layer  of  inflammatory  exudation.  724:3 
From  a  man,  aged  45.  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Dr.  Roberts,  on  July  4, 
1894,  severely  ill  with  bronchitis.     On  the  pi-evious  night  the  patient  had  complained  of 
severe  pain  at  the  pit  of  the  stomach.    On  admission  the  patient  was  collapsed  and  cyanosed ; 
the  abdomen  was  not  distended,  but  the  abdominal  wall  was  resistant;  the  bowels  acted  and 
there  was  no  vomiting.    On  July  6  the  patient  was  bled  to  8  ounces  and  the  cyanosis  some- 
what relieved  ;  there  was  no  sickness.    On  J uly  6,  at  3.30  a.m.,  the  patient  died  suddenly  after 
an  attack  of  stercoraceous  vomiting.    (Dr.  Eoberts's  Case-books,  1894,  Males,  vol.  ii,  p.  83.) 

1699.  The  caecum  with  part  of  the  ileum  of  a  child,  the  latter  being  strangulated  by 
a  fibrous  cord  attached  to  the  extremity  of  a  Meckel's  diverticulum.  The  diver- 
ticulum arises  from  the  ileum  56  cm.  above  its  termination  ;  it  is  6  cm.  in  length, 
rather  larger  in  diameter  than  the  vermiform  appendix,  and  has  a  truncated  blind 
extremity.  Beneath  the  diverticulum  passes  a  coil  of  empty  bowel.  Viewed  from 
behind,  a  fibrous  cord,  3*5  cm.  in  length,  is  seen  arising  from  the  extremity  of  the 
diverticulum.  The  cord  crosses  first  a  coil  of  distended  ileum  without  constricting 
it,  and  next  passes  over  another  coil  to  be  attached  to  the  mesentery  close  to  the 
origin  of  the  diverticulum  itself.  At  this  point  the  bowel  is  tightly  constricted, 
being  dilated  on  one  side  of  the  band  and  contracted  on  the  other  side.  There 
is  no  evidence  of  inflammation  of  the  surface  of  the  intestine.  8600 

From  a  boy,  aged  11,  who  was  admitted  into  the  Victoria  Hospital  for  Children  on  Nov.  17, 
1900.  On  Nov.  16  the  boy  went  to  school  in  the  morning  feeling  quite  well ;  during  dinner 
he  had  an  attack  of  severe  pain  in  the  abdomen  followed  by  sickues.s,  but  he  went  again  to 
school  in  the  afternoon.  In  the  evening  and  during  the  night  be  was  again  sick  several  times. 
On  Nov.  16  the  abdominal  pain  persisted;  an  enema  was  given  with  good  result;  there  was 
constant  vomiting.  When  admitted  into  the  hospital  at  3.4.5  P.M.  on  Nov.  17  the  child  was 
collapsed  and  repeatedly  vomited  dark- coloured  fluid  ;  no  operation  was  performed,  and 
death  occurred  3  hours  after  admission. 

1700.  A  coil  of  ileum,  together  with  a  Meckel's  diverticulum  arising  from  it.  For 
a  distance  of  3  cm.  the  diverticulum  is  tubular  and  about  1  cm.  in  diameter ; 
beyond  this  it  is  distended  into  an  ovoid  cyst  measuring  about  7-6  and  5-5  cu). 
in  its  two  chief  diameters.  The  serous  surface  of  the  cyst  is  irregularly  coated 
with  a  layer  of  inflammatory  exudation.  The  tubular  portion  of  the  diverticulum 
is  obliquely  grooA^od  as  the  result  of  a  twist  in  its  long  axis.  There  is  no  evidence 
of  obstruction  of  the  bowel  iu  the  part  preserved  in  the  specimen.  6767 

From  a  woman,  aged  19,  who  was  admitted  into  the  Burton-on-Trent  Infirmary,  under  the  care 
of  Mr.  Philip  B.  Mason,  on  July  24,  1891.  Five  days  previously  she  had  eaten  largely  of 
black  currants  and  the  next  day  had  a  violent  action  of  the  bowels  followed  by  abdominal 
pain  and  symptoms  of  complete  intestinal  obstruction.  On  admission  the  patient's  face  was 
flushed  and  the  tongue  dry  and  furred  ;  the  abdomen  was  slightly  distended,  but  not  tender  • 
the  temperature  was  96°  and  the  pulse  90.  Ene.nata  were  given,  and  small  doses  of  tincture  of 
belladonna.  At  1  a.m.  on  July  2,5  a  pint  of  fajcal  matter  was  vomited.  At  10  p  m  abdominal 
section  was  performed ;  the  small  intestine  was  distended  and  one  coil  was  found  twisted 
upon  itselt  and  almost  black.  The  twist  was  thought  to  be  the  cause  of  the  obstruction  •  the 
bowel  was  punctured  to  relieve  the  distension,  and  the  puncture  ligatured  with  catgut'  the 
abdomen  was  closed.  Death  occurred  12  hours  after  the  operation.  At  the  post  mortem 
exammation  the  dilated  diverticulum,  which  was  attached  to  the  ileum  45  cm  above  its 
termmation,  was  found  wedged  in  Douglas's  pouch  and  pressing  a  coil  of  smail  intestine 
agamst  the  promontory  of  the  sacrum  so  as  to  obstruct  it.    ('  Lancet,'  1891  vol  ii  p  1165  ) 
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INTUSSUSCEPTION  OF  THE  INTESTINES. 
Intussusception,  ^vhich  is  most  commonly  met  with  in  young  children,  is  formed 
by  the  nivagmataon  of  a  portion  o  the  intestine  into  the  part  immediately  below. 
A  tumour  IS  thus  ormed  in  which  the  following  layers  can  be  recognised  :- 
Kxternally  is  the  ensheatlnny  tube  m  its  normal  position,  but  usually  much  puckered 
at  Its  upper  part;  vvithm  this  is  the  reflected  tub'e,  turned  inside  out  so  that  its 
mucous  membrane  is  in  contact  with  that  of  the  ensheathing  tube  ;  and  withiti  this 
again  IS  the  entemnrj  tube  in  its  normal  position,  its  peritoneal  surface  heing  in  contact 
with  that  of  the  reHected  tube  (1703).  The  ensheathiug  tube  is  the  intussuscipiens ; 
the  entering  and  reflected  tubes  together  form  the  iuiicssusreptum.  The  mesentery 
belonging  to  the  entering  aud  relleeted  tubes  is  in  the  space  between  their  surfaces 
The  increase  m  length  of  an  intussusception  takes  place  by  fresh  portions  of  the 
ensheathing  tube  becoming  turned  inside  out,  the  apex  of  the  intussusceptura  remaining 
unaltered. 

The  circulation  in  the  intussusceptum  is  obstructed,  and  the  strangulated  part 
becomes  swollen  and,  later,  inflamed  ;  inflammatorv  exudation  is  thrown  out,  which 
glues  the  upper  part  of  the  sheath  to  the  portion  of  intestine  immediately  above  the 
intussusception,  as  well  as  the  serous  surfaces  of  the  entering  and  reflected  tubes,  one 
to  the  other.  If  the  strangulation  be  sufficiently  complete,  the  whole  intussusceptum 
may  slough  and  be  passed  by  the  bowel  (1710),  the  patient  occasionally  recovering. 
Sometimes  the  ensheathing  tube  also  becomes  gangrenous  and  perforated  (1706). 

By  far  the  most  common  variety  of  intussusception  is  the  Ileo-ccecal  (1703).  In 
this  the  intussusception  begins  at  the  ileo-cajcal  valve*,  which  forms  the  apex  of  the 
intussusceptum  even  though  the  latter  advance  so  as  to  protrude  from  the  anus. 
The  vermiform  appendix  lies  between  the  entering  and  reflected  tubes.  A  less 
common  form  is  the  Enteric  (1706),  in  which  the  intussusception  is  confined  to  the 
small  intestine.  Still  more  rare  forms  are: — (1)  Colic  (1704),  in  which  the  intus- 
susception concerns  only  the  large  intestine ;  (2)  Ileo-colic,  in  which  the  small 
intestine  prolapses  through  the  ileo-csecal  valve  into  the  large  intestine;  (3)  Ccecal, 
in  which  the  intussusception  begins  in  the  caput  csBcum ;  and  (4)  Invagination  of 
the  vermiform  apjjcnduv  or  a  diverticulum  ilei  into  the  caecum  or  ileum  respectively. 

Chronic  forms  of  intussusception  are  occasionally  met  with,  especially  in  the 
large  intestine,  in  which  the  signs  of  strangulation  are  wanting.  They  ma}'^  be 
caused  by  a  tumour  of  the  bowel  (1712). 

In  the  jpost  mortem  examinations  of  young  children  it  is  not  uncommon  to  find  a 
number,  of  short  intussusceptions  in  the  small  intestine,  which  are  easily  reduced 
and  occasionally  occur  in  an  upward  instead  of  a  downward  direction.  They  are 
supposed  to  be  due  to  irregular  peristaltic  movements  occurring  at  the  time  of  death 
(1716). 

1701.  Portions  of  the  large  and  small  intestine,  showing  an  intussusception  of  the 
small  into  the  large  for  a  distance  of  about  10  cm.  The  middle  portion,  or 
reflected  tube,  is  transversely  sacculated,  and  is  evidently  formed  by  caecum  and 
ascending  colon.  The  innermost  portion  appears  to  consist  entirely  of  small 
intestine,  the  apex  of  the  intussuscej^tum  corresponding  in  all  probability  with  tlie 
ileo-csecal  valve.  The  opening  of  the  advancing  part  is  directed  towards  the 
mesenteric  attachment.  The  mucous  membrane  of  the  reflected  tube  is  swollen, 
and  apparently  covered  with  a  layer  of  exudation  ;  the  mucous  membrane  of  the 
ensheathing  tube  is  unaltered;  so  far  as  can  be  seen,  no  adhesions  have  occurred 
between  the  apposed  peritoneal  surfaces  at  the  upper  part  of  the  intussusception^ 

*  111  order  to  avoid  an  alteration  in  tlio  nomenclature  of  t.lie  dilTerent  varieties  of  infiissusoeption, 
tlic  iiaiiio  ilco-cmcal  valve  has  been  used  instead  of  the  more  strictly  acuurato  name  ileo-colk  valve. 


INTUSSUSCEPTION  OF  THE  INTESTINES.  l^'^ 

1702.  Portions  of  the  small  and  large  intestine  of  a  ^'^ild,  the  lower  part  of  the 
ileum  with  the  cjecum  and  part  of  the  ascending  colon  being  concerned  in  an 
intussusception.  Near  the  lower  end  of  the  intussusception  the  ensheathmg  and 
reflected  layers  have  been  divided;  through  the  opening  is  visible  a  pouch-like 
protrusion,  apparentlv  the  cxcam  inverted,  and  to  the  bottom  of  this  is  connected 
the  vermiform  appendix.    The  intussuseepted  intestine  was  deeply  congested. 

1703  The  parts  concerned  in  an  intussusception  of  the  small  into  the  large 
intestine,  the  ensheathing  and  reflected  layers  having  been  laid  freely  open  so  as 
to  display  the  entering  tube  and  the  vermiform  appendix.  In  its  whole  length 
the  invaginated  part  is  somewhat  curved,  the  concavity  corresponding  with  its 
mesenteric  attachment,  and  the  upper  part  of  the  reflected  tube  is  deeply  folded. 
Between  the  apposed  peritoneal  surfaces  of  tha  intussusceptum  slight  adhesions 
have  formed,  and  the  parts  are  deeply  blood-stained  from  congestion  ;  m  places 
extravasation  has  occurred. 

The  glands  of  a  portion  of  the  mesentery  shown  at  the  upper  part  ot  the 
preparation  are  much  enlarged. 
From  a  child,  8  months  of  age,  imdev  the  cave  of  Dr.  Eing;er.  The  symptoms  were  continued 
vomiting  and  slow  escape  of  blood  by  the  rectum.  The  invaginated  portion  of  intestine 
could  be  felt  about  two  iuches  above  the  anns.  Injection  of  warm  water  was  tried  without 
success ;  insufflation  reduced  the  invaginated  parts  I'or  about  two  inches.  The  child  died 
on  Ihe  third  day  after  admission.  After  death  the  small  intestine  was  found  muck 
distended  ;  there  was  no  peritonitis.  The  ciECum  and  ascending  colon  were  absent  from 
their  natural  position.  There  were  no  adhesions  at  the  upper  part  of  the  invagination,  and. 
some  care  was  necessary  to  prevent  the  unrolling  of  the  parts  during  the  examination. 

1704.  Part  of  the  large  intestine  concerned  in  an  intussusception.  About  36  cm. 
of  the  transverse  are  invaginated  into  the  descending  colon.  The  ensheathing 
layer  has  been  laid  open ;  there  is  an  ulcerated  aperture  in  the  reflected  tube 
5  cm.  in  diameter.  The  peritoneal  surface  of  the  sheath  and  of  that  part  of  the 
entering  tube  which  is  exposed  in  the  perforation  of  the  reflected  tube  are  coated 
with  a  thin  layer  of  exudation.  3545 

The  specimen  was  obtained  from  a  woman  who  had  been  recently  confined,  and  had  suffi- 
ciently recovered  to  send  away  her  nurse.  On  the  following  day  she  had  severe  diarrhce  i, 
which  ceased  in  the  evening.  To  this  succeeded  violent  vomiting,  whicli  after  a  few  days 
became  stercoraeeous.  In  spite  of  all  attempts  to  relieve  the  obstruction  no  evacuation  could 
be  obtained,  and  the  patient  died  fourteen  days  after  the  first  appearance  of  the  symptoms. 

1705.  Part  of  the  small  intestine  concerned  in  an  intussusception,  the  sheath  having 
been  laid  open  in  order  to  expose  the  intussusceptum.  The  latter  presents  a  well- 
marked  curvature  with  its  concavity  directed  towards  the  mesentery,  and  is  ahout 
8  cm.  in  length.  6584 

1706.  The  lower  part  of  an  ileum,  with  the  caecum  and  vermiform  appendix.  In 
the  ileum  an  intussusception  has  occurred.  In  the  outer  layer  of  intestine  a 
large  ulcerated  aperture  exists,  through  which  the  lower  5  cm.  of  the  intussuseepted 
portion  protrude;  in  one  situation  the  edge  of  the  opening  is  everted.  The 
mucous  membrane  of  the  extruded  portion  is  in  process  of  disintegration  by 
ulceration  and  sloughing.  A  short  distance  above  the  aperture  described,  the 
outer  layer  of  intestine  presents  two  smaller  oval  openings  placed  across  its  axis 
close  together,  and  each  about  5  mm.  in  length.  Below  the  two  apertures  the 
mucous  membrane  has  at  one  spot  been  destroyed  hy  ulceration,  the  wall  of  the 
intestine  being  here  translucent  and  formed  only  by  peritoneum.  2363 

1707.  Part  of  the  ileum  concerned  in  an  intussusception,  from  an  adult.  The 
portion  involved  is  tortuous  and  slightly  swollen.  The  lower,  free  end  of  the 
intussuseepted  part  has  been  exposed  by  an  incision  in  the  ensheathing  layer. 


169  INTUSSUSCEPTION  OJ?  THE  INTESTINES. 

About  5  cm.  above  the  lower  end  of  the  intussusceptum  the  sheath  presents  an 
oval  ulcerated  aperture  about  1-5  cm.  in  length,  through  which  the  intilssuseented 
portiou  IS  exposed.  oooo 

1708.  Part  of  the  small  intestine  of  an  animal,  in  which  an  intussusception  has 
occurred.  Lying  in  the  lumen  of  the  intussusceptum  and  projecting  from  each 
end  are  some  long  irregular  strands  of  tendinous  substance. 

The  parts  appear  to  have  been  neither  congested  nor  inflamed.  1525 

1709.  Part  of  the  ileum  of  a  child  in  which  an  intussusception  has  occurred  The 
sheath  has  been  freely  laid  open  in  order  to  expose  the  intussusceptum*  The 
reflected  layer  of  the  latter  has  also  been  opened  in  order  to  display  an  unusual 
fold  between  the  reflected  and  entering  tubes  ;  the  two  layers  of  this  fold  lie  with 
their  mucous  surfaces  in  contact,  and  at  the  upper  part  the  outer  layer  is  continued 
into  the  reflected  tube  of  the  intussusceptum  and  the  inner  layer  into  the  sheath. 
The  extra  fold  is  2  5  cm.  in  length,  and  reaches  downwards  to  within  2  cm.  of 
the  apex  of  the  intussusception.  2195 

Double  and  even  triple  intussusceptions  are  occasionally  met  with  and  result  from  secondary 
invaginations  of  tbe  sheath.  In  this  specimen,  however,  the  extra  fold  appears  to  have 
resulted  from  an  infolding  of  the  ensbeathing  and  reflected  layers  at  their  point  of  union  into 
tbe  space  between  the  reflected  and  entering  layers. 

1710.  A  piece  of  intestine  about  68  cm.  in  length.  It  consists  of  an  irregular 
narrow  strip,  probably  of  small  intestine,  and  of  a  larger,  in  parts  tubular,  portion, 
extensively  fenestrated  and  evidently  large  intestine.  The  mucous  membrane  is 
darkly  stained  by  altered  blood  and  in  part  of  the  specimen  the  mucous  surface  is 
directed  outwards.  1438 

The  portion  of  intestine  preserved  in  tbe  specimen  was  separated  by  sloughing  in  an  intuB- 
susception  and  subsequently  evacuated  by  stool  from  a  child,  who  completely  recovered. 

1711.  Parts  of  the  small  intestine  of  a  child,  in  whom  an  intussusception  was 
removed  by  operation.  At  the  upper  part  of  the  specimen  is  the  piece  of  bowel, 
22  cm.  in  length,  which  formed  the  intussusceptum,  the  invagination  of  which  has 
been  reduced  ;  in  the  half  of  its  extent  which  formed  the  entering  tube,  the  bowel 
is  swollen  but  contracted,  and  its  serous  surface  is  partly  covered  with  a  layer  of 
exudation  ;  in  the  other  half,  which  formed  the  refl.ected  tube,  the  bowel  is  swollen 
and  dilated.  In  the  lower  part  of  the  specimen  is  the  coil  of  intestine  from  within 
which  the  intussusceptum  was  removed ;  at  one  place  the  bowel  is  surrounded  by 
a  continuous  Lembert's  suture,  and  immediately  below  this  the  bowel  is  occupied 
and  slightly  distended  by  the  remaining  proximal  part  of  the  intussusceptum  ;  at 
a  slightly  lower  level  a  longitudinal  incision,  6  cm.  in  length,  along  the  free  border 
of  the.  intestine  has  been  closed  by  a  continuous  Lembert's  suture.  At  a  distance 
of  7  cm.  above  the  circular  suture  there  is  a  small  polypus  in  the  intestine.  6744 

From  a  boy,  aged  12,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Mr.  Barker,  in  Oct. 
1891.  Two  days  before  admission  be  was  seized  with  sudden  abdominal  pain  ;  «islor-oil  was 
given  and  the  bowels  acted.  On  the  following  day  a  slimy  motion,  mixed  with  blood,  was 
passed  and  vomiting  occurred  twice.  On  the  3rd  day  vomiting  continued  and  the  bowels  did 
not  act.  On  admission  the  abdomen  was  moderately  distended  and  in  the  right  lower 
quadrant  a  long  oval  movable  tumour  could  be  felt.  The  abdomen  was  opened  in  the  middle 
line  below  the  umbilicus  and  the  intussusception  of  tbe  small  intestine  withdrawn  ;  it  could 
not  be  reduced.  A  longitudinal  incision  was  made  into  the  intussuscipiens  and  the  intus- 
susceptum drawn  through  it;  the  greater  part  of  the  latter  was  excised  after  uniting  the  two 
layers  composing  it  by  a  ring  of  sutures.  The  little  finger  could  then  be  passed  through 
the  lumen  into  the  bowel  above  the  intussusception.  The  incision  in  the  intussuscipiens  was 
then  closed  with  a  continuous  Lembert's  suture  and  the  bowel  returned.  Tlie  operation 
caused  severe  .shock  and  death  occurred  in  14  liours.  At  the  post  mortem,  examination  it  was 
found  that  the  intussusception  was  situated  within  3  feet  of  the  duodenum.  Tlic  polyjnis  of 
the  intestine  did  not  appear  to  be  concerned  in  tlie  production  of  the  intussasception.  (Surg. 
Reg.  Eep.  1891,  p.  101,  No.  20ol\) 
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1712.  The  parts  concerned  in  an  ileo-cajcal  intussusception  occasiont'd  by  the 
growth  of  a  columnar  carcinoma  of  the  ileo-cfBcal  valve;  a  large  part  of  the  sheath 
formed  by  the  large  intestine  has  been  removed  in  order  to  expose  the  intussus- 
ceptum,  and  the  latter  has  been  divided  by  a  longitudinal  section.  The  intus- 
susceptum  is  24  cm.  in  length  ;  the  lumen  of  the  entering  tube  is  nearly  filled,  in 
its  lower  part,  by  a  No.  12  English  catheter.  At  the  apex  of  the  intussusceptum 
is  seen  the  section  of  the  tumour  of  the  ileo-caecal  valve  ;  f  l  ora  the  apex  the 
growth  extends  on  the  convex  aspect  of  the  intussusceptum  for  a  distance  of 
3  cm.,  and  on  the  concave  for  double  this  distance.  The  growth,  commencing  in 
the  mucous  membrane,  has  in  parts  destroyed  the  muscular  coat  and  attains  a 
maximum  thickness  of  1*5  cm.;  its  surface  is  cauliflower-like.  In  the  intussus- 
ceptum along  its  convex  aspect  is  a  solid  deposit,  3-5  cm.  in  maximum  thickness, 
between  the  entering  and  reflected  layers  ;  this  deposit  is  composed  of  dense  fibro- 
fatty  tissue,  in  which  are  seen  the  sections  of  several  lymphatic  glands,  which  are 
evidently  infiltrated  with  new  growth.  5592 

From  a  man,  aged  56,  who  had  been  ill  for  a  year,  the  chief  83'mptoms  being  gradual  emaciation, 
colicky  abdominal  pain,  occasional  vomiting,  and  diarrhoea  with  the  passage  of  coffee-coloured 
stools.  On  admission  into  U.  0.  H.  the  patient  was  greatly  wasted  and  a  moderatelj  firm, 
slightly  movable,  ill-defined  mass  could  be  felt  in  the  left  iliac  fossa.  Eight  lumbar  colotomy 
was  attempted,  but  the  colon  could  not  be  found ;  3  weeks  later  the  abdomen  was  opened  in 
the  left  linea  semilunaris,  and  the  growth  in  the  large  intestine  exposed  ;  the  bowel  was 
followed  round  to  the  right  loin,  where  the  colotomy-wound  was  reopened  and  the  intestine 
attached  to  it.  On  the  following  day  the  gut  was  opened.  The  artificial  anus  acted  fairly 
well,  but  offensive  discharges  continued  to  escape  from  the  rectum.  The  patient  gradually 
sank  with  much  abdominal  pain,  and  died  38  days  after  the  operation.  At  the  post  mortem 
examination  it  was  found  that  the  artificial  anus  in  the  right  loin  was  in  the  ileum.  (Surg 
Eeg.  Eep.  1881,  p.  27,  No.  84.) 

/l713.  Part  of  the  abdominal  wall  from  the  right  lumbar  region,  in  which  is  situated 
\  an  artificial  anus  communicating  with  the  ileum,  together  with  part  of  the 
abdominal  wall  in  which  is  a  cicatrix  in  the  lower  part  of  the  left  linea  semi- 
lunaris. 5592 
From  the  same  case  as  the  preceding  specimen. 

1714.  A  caecum,  together  with  the  lower  part  of  the  ileum,  the  ileo-cjecal  valve  being 
tfie  seat  of  a  carcinoma.  The  latter  forms  a  lobulated  mass  completely  surrounding 
the  bowel,  and  greatly  narrowing  the  lumen.  The  tumour  projects  prominently 
into  the  interior  of  the  caecum  and  is  causing  commencing  intussusception  of 
the  small  intestine  into  the  colon.  The  small  intestine  is  hvpertropMed  ;  the 
mucous  membrane  is  thickened  and  extensively  ulcerated ;  the\ilcers  are  mostly 
limited  to  the  mucous  membrane,  but  several  of  them  extend  completely  through 
the  waU  of  the  bowel.  There  is  a  considerable  accumulation  of  fat  in  the 
mesentery  of  the  ileum,  and  the  surface  of  the  intestine  and  mesentery  is  in  parts 
coated  with  a  layer  of  inflammatory  exudation.  7813 

1715.  Part  of  an  intussusception  of  the  upper  part  of  the  rectum  5  cm  in  length 
caused  by  a  carcmoma  of  the  bowel,  and  removed  by  operation.  The  specimeil 
consists  of  the  two  layers  of  the  intussusceptum  removed  by  circular  division  at 
the  upper  part,  where  numerous  appendices  epiploic*  are  seen  between  them  At 
the  apex  of  the  intussusceptum  is  an  irregular,  shghtly  papillary  growth  which 
nearly  surrounds  the  bowel  and  causes  great  constriction  if  the  lumen.     On  one 

tr;Jfl:cted  h^er^        ^^-^^^^^  ^^^^^^^  -  -mbrane  J 

Microscopic  Siructure.~The  tumour  is  a  columnar-cell  carcinoma  ' 
irom  a  woman,  aged  56,  who  was  in  U.  C.  H.,  under  the  care  of  Mr.  Barker  in  ISQI  n 
two  occasions,  24  years  previously,  blood  was  freely  passed  from  the  bowe^  ^^^^^^^ 

forced  .t  it,  .pexV  .  r«e<l  Srow^^.'^'itlLri^cTrr.""^ 
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the  sphincters  the  intussusceptum  was  drawn  freely  through  (he  anus ;  it  was  excised  the 
two  layers  composmg  It  being  8utur,.d  eir.ularly  at  the  upper  part;  th^  prolapse  was  tl  " 
I  108%.  discharged  ou  the  ikh  day.  (Surg.  Eeg.  Eep.  1891, 

1716._  Part  of  the  small  intestine  of  a  child,  in  which,  at  four  situation,s,  intussus- 
ception has  occurred  to  a  slight  degree.  The  invagination  at  each  situation  is  in 
the  same  direction,  and  is  prohably  of  an  upper  into  a  lower  portion.  All  the  parts 
have  a  natural  appearance.  2058 

There  were  no  symptoms  during  life,  and  the  condition  doubtless  arose  either  immediately 
beiore  or  at  the  time  of  death. 
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In  this  condition  a  loop  of  bowel  is  obstructed  by  being  twisted  upon  its  mesenteric 
attachment ;  the  two  ends  of  the  loop  are  blocked  where  one  crosses  the  other,  aud 
the  intervening  part  becomes  congested  and  greatly  distended  with  gas. 

Volvulus  is  much  more  common  in  the  sigmoid  colon  than  in  any  other  part 
of  the  bowel  (1717);  it  may,  however,  involve  tlie" caecum  (1718)  or  the  small 
intestine. 

1717.  A  sigmoid  colon  distended  and  dried,  the  part  having  been  concerned  in  a 
volvulus.  The  coil  of  bowel  measures  90  cm.  in  length,  and  at  its  centre  has  a 
circumference  of  50  cm.  The  coil  forms  a  large  U-shaped  loop  with  hmbs  of 
unequal  size  ;  the  distance  between  the  ends  of  the  loop,  corresponding  to  the 
base  of  the  mesocolon,  being  about  9  cm.  7016 

From  a  middle-aged  man,  who  was  admitted  into  U.  0.  H.  for  intestinal  obstruction.  There 
was  great  abdominal  distension  and  the  obstruction  was  thought  to  be  due  to  stricture  of  the 
sigmoid  colon.  Left  lumbar  colotomy  was  performed  by  Mr.  Eaymond  Johnson ;  the  colon 
was  only  slightly  distended  and  but  little  fajcal  matter  escaped.  The  patient  died  unrelieved 
a  few  days  later.  At  tlie  post  mortem  examination  it  was  found  that  the  loop  of  the  volvulus 
nearly  filled  the  abdominal  cavity,  lying  in  front  of  the  rest  of  the  large  intestine. 

1718.  A  caecum,  together  with  the  adjoining  parts  of  the  ileum  and  ascending  colon, 
dried,  the  parts  having  been  concerned  in  a  volvulus.  The  caecum  is  greatly 
distended.  The  ileum  and  ascending  colon  lie  side  by  side,  and  before  the  parts 
were  removed  from  the  abdomen  the  two  portions  of  bowel  crossed  one  over  the 
other,  a  distinct  groove  being  still  visible  on  the  commencement  of  the  ascending 
colon.  6616 

From  a  man,  aged  49,  who  had  been  ruptured  on  the  left  side  for  2.5  years.  On  Oct.  29,  1900, 
he  experienced  sudden  abdominal  pain  and  could  not  quite  reduce  the  hernia.  On  Oct.  30, 
continuous  vomiting  set  in,  the  vomit  being  brown  in  colour  and  offensive  in  odour;  the 
hernia  was  reduced  with  difficulty ;  the  abdomen  was  distended.  On  Oct.  31  an  enema  was 
given  without  effect;  at  midnight  the  patient  was  admitted  into  U.  C.  H.  under  the  care  of 
Mr.  Beck;  he  slept  well  and  took  milk  without  vomiting.  On  Nov.  1  the  abdomen  was 
tympanitic  and  considerably  distended,  especially  below  the  umbilicus ;  the  left  lialf  of  the 
scrotum  was  occupied  by  a  hernial  sac  which  seemed  to  contain  easily  reducible  fluid.  At 
1.30  P.M. thehei-nial  sac  was  opened,  .several  ounces  of  blood-stained  fluid  escaping;  a  finger 
passed  freely  from  the  sac  into  the  abdomen,  impinging  upon  tensely  distended  intestine  ;  the 
incision  was  prolonged  upwaixls  into  the  abdominal  wall  and  gradually  lengthened  to  within 
an  inch  of  the  costal  margin,  and  an  enormously  distended  coil  of  bowel  withdrawn  ;  this 
proved  to  be  Ihe  cjEcura,  twisted  on  itself  from  left  to  right;  the  twist  was  undone  and  the 
distension  relieved  by  puncture  with  an  aspirator-needle.  Thecrecum  was  next  pushed  across 
into  the  right  iliac  region,  where  a  second  incision  was  made  and  the  ca3cum  sutured  to  its 
margins.  The  patient  did  not  recover  from  the  thock  of  ihe  operation,  and  died  12  hours 
later.    (Surg.  Keg.  Eep.  1890,  p.  69,  No.  2306.) 

1719.  A  mesenteric  cyst,  together  with  the  adjacent  part  of  the  small  intestine, 
laid*  open,  from  a  case  of  volvulus  of  the  entire  mass  of  small  intestine.  The 
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whole  oysfc  presents  a  lobulatecl  outline,  resulting  from  the  several  intercom- 
luuuicatiug  spaces  of  which  it  is  composed.  The  cyst  measures  9  cm.  in  the  line 
of  the  axis  of  the  bowel,  which  is  intimately  connected  with  its  surface,  and  it 
pi'ojects  on  both  aspects  of  the  mesentery.    It  contained  clear  fluid.  6583 

From  a  boy,  aged  10,  who  was  admitted  into  TJ.  C.  H.,  under  the  care  of  Mr.  Pollard,  in  1890. 
Jf'ifteen  mouths  previously  tlie  patient  had  an  attack  of  abdominal  ))ain  and  vomiting,  lasting 
II  day  or  two.  Two  days  before  admission,  whilst  returning  from  school,  he  was  seized  with 
severe  pain  in  the  region  of  the  umbilicus;  a  dose  of  rbubarb  was  given;  repeated  vomiting 
followed ;  the  bowels  acted  for  the  last  time  the  same  evening,  and  no  flatus  was  passed 
subsequently.  On  admission,  at  6  p.m.  on  the  third  day  of  the  illness,  the  child  was  in  a 
collapsed  condition;  the  abdomen  was  opened  and  the  cyst  preserved  in  the  specimen  at  once 
brought  into  view ;  the  small  intestine  was  congested  and  swollen,  and  appeared  to  be  twisted 
on  the  mesenteric  attachment;  by  turning  the  small  intestine  en  masse  in  the  direction  of  the 
hands  of  a  clock  the  twist  ajDpeared  to  be  undone  ;  the  intestine  was  returned  and  the 
abdomen  closed.  Death  occurred  from  shock.  At  the  post  mortem  examination  the  small 
intestine  was  found  to  be  swollen  and  congested,  the  contiguous  coils  being  glued  together  by 
exudation  ;  a  half-twist  of  the  mesentery  was  found  to  be  still  unravelled. 

It  is  probable  that  the  twist  of  the  mesentery  was  occasioned  by  the  heavy,  pendulous 
mesenteric  cyst.    (Surg.  Eeg.  Eep.  1890,  p.  68,  No.  2406.) 


FOREIGN  BODIES  IN  THE  INTESTINES. 

The  most  important  of  these,  as  an  occasional  cause  of  intestinal  obstruction,  are 
gall-stones  (1720,  1720  b),  which,  having  found  their  way  into  the  intestine  from 
tlie  gall-bladder  by  ulceration,  are  most  commonly  arrested  in  the  ileum. 

Among  the  occasional  constituents  of  intestinal  concretions  may  be  mentioned 
phosphate  of  lime,  medicinal  substances  (such  as  magnesia),  and  vegetable  matter 
(such  as  occurs  in  the  so-called  "  oat-stones  "  or  "  oat-hair  balls  "). 

1720.  A  large  cylindrical  gall-stone,  together  with  fifteen  smaller  facetted  stones. 
'J  he  large  stone  presents  a  facet  at  each  extremity,  and  from  its  larger  end  part 
of  the  surface  of  the  stone  has  been  broken  away;  it  measures  3-3  cm.  in  length, 
and  has  a  maximum  circumference  of  9-6  cm.    The  stone  weighs  over  19  grammes' 

8679 

From  a  woman,  aged  50,  who  came  under  the  care  of  Sir  E.  Quaiu,  July  1877  for  dyspepsia 
In  October  slight  hardness  was  detected  in  the  right  hypoehondrium  ;  there  was  no  history 
ot  jaundice  or  of  the  passage  of  biliary  calculi.  On  Feb.  4,  1878,  she  experienced  pain  in  the 
lelt  Iliac  region  ;  the  bowels  acted  freely  ;  vomiting  occurred  in  the  evening.  The  voinitin-' 
soon  became  stercoraceous,  and  no  further  action  of  the  bowels  occurred.  Death  took  place 
on  J^eb.  15.  At  the  post  mortem  examination  the  large  gall-stone  was  found  obstructing  the 
upper  part  of  the  ileum ;  the  smaller  stones  were  found,  some  iu  the  gall-bladder  and  others 
m  the  upper  part  of  the  smaU  intestine.    The  gall-bladder  was  extensively  ulcerated,  and 

■        l^^S^l^'^C^'^t^      ''''  "^^'^^"^  ^ 

1720  A.  A  gall-bladder  and  part  of  the  duodenum,  between  which  there  is  a 
hstulous  communication  resulting  from  the  ulceration  of  a  gull-stone  into  the 
intestine.  The  opeuing,  which  has  contracted  to  a  diameter  of  6  mm.,  leads  from 
the  neck  of  the  gall-bladder  into  the  duodenu.n  at  a  distance  of  2  cm.  beyond 
t:.f^'^ts^^^^^^^^^  -lightly  contracted  and  thickened;  it  conLins 


in  ;  the 
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bowels  did  not  act.  there  was  repeated  vomiting  with  griping  abdominal  pain.  On  admission 
there  was  tecal  vomiting,  the  abdomen  was  slightly  dislended  ;  nothing  abnormal  could  be 
Jelt  m  It  Abdominal  section  was  performed  and  extensive  adhesions  found  in  the  region  of 
the  gall-bladder ;  this  region  was  explored,  but  no  cause  of  intestinal  obstruction  detected 
Ihe  small  intestine  and  the  large  intestine  as  far  as  the  lower  part  of  the  descending  colon 
were  moderately  distended.  Death  occurred  on  the  following  day.  The  gall-stone  preserved 
in  the  specimen  was  found  blocking  the  small  intestine  at  a  point  10  feet  above  the  Ueo-cffical 

'r.  'i^"^®  '^'"■^  swollen  and  congested ;  there  was  no  peritonitis. 

(Mr.  Godleo's  Case-books,  1902,  No.  624.)  o        .  in. 

1721.  The  lower  part  of  an  ileum,  with  part  of  the  caecum  and  the  vermiform 
appendix a  piece  of  whalebone  has  been  passed  through  the  ileo-cajcal  valve. 
The  end  of  the  small  intestine  is  greatly  dilated  so  as  to  have  a  circumference  of 
about  1 1  cm.  ;  its  coats  are  thicker  than  normal,  and  the  mucous  membrane  ia 
healthy  and  thickly  beset  with  villi.  The  ileo-caecal  opening  is  much  constricted, 
and  measures  6  mm.  in  width.  The  caecum,  as  far  as  it  is  displayed,  appears 
healthy.  The  lowest  part  of  the  ileum  is  folded  upon  itself,  its  apposed  parts 
being  perforated  by  a  large  oval  aperture  2-5  cm,  in  diameter,  close  to  the  ileo- 
caecal  valve  ;  the  edges  of  the  opening  are  smoothly  rounded,  and  through  it  the 
two  parts  of  the  intestine  are  perfectly  continuous,  the  margin  of  the  aperture 
being  covered  by  loose  mucous  membrane  bearing  vilU,  like  that  which  lines  the 
adjoining  part  of  the  intestine.  Around  this  opening  the  apposed  peritoneal 
surfaces  of  the  ileum  are  adherent. 

From  a  female  patient  nnder  the  care  of  Sir  William  Jenner,  who  had  previously  been  in 
the  hospital  under  Dr.  Walshe  for  intestinal  obstruction.  Siie  occasionally  vomited,  and 
passed  per  anuvi  several  cherry-stones.  When  admitted  under  Sir  William  Jenner  she  was 
greatly  emaciated,  and  on  palpation  of  the  abdomen  a  distinct  rattling  could  be  heard.  At 
the  post  mortem  examination  the  colon  was  found  closely  contrac^ted,  and  the  cfecura 
extremely  small.  The  vermiform  appendix  was  adherent  to  the  left  side  of  the  mesentery. 
The  ileum  was  greatl_y  distended,  and  its  coats  hypertrophied.  In  the  lower  portion  of 
the  ileum  and  in  the  csecum  were  found  upwards  of  a  hundred  chei-ry-  and  plum-stones. 
(Sir  William  Jenner's  Case-books,  Females,  May  1863-64,  p.  362.) 

1722.  The  cherry-  and  plum  stones  from  the  preceding  case.  Some  of  them  are 
thickly  covered,  wholly  or  in  part,  by  a  light,  porous,  pale  brown  substance 
composed  of  closely  felted  vegetable  fibre. 

1723.  The  largest  of  the  concretions  from  the  preceding  case,  in  section.  It  is 
spherical,  quite  smooth  on  the  surface,  and  ha'  a  distinctly  laminated  construction. 
No  nucleus  is  now  evident,  but  in  its  centre  is  a  small  irregular  space.  A 
microscopic  examination  shows  the  filamentous  material  to  consist  of  short,  stiff, 
vegetable  hairs,  the  substance  being  in  all  respects  identical  with  that  forming  tlie 
oat-hair  balls  common  in  Scotland  and  the  northern  parts  of  England.  5051 


Peeforated  Ulceks  of  the  Intestines  treated  by  Suture, 

1724  Part  of  the  lower  end  of  an  ileum,  in  which  a  perforated  typhoid  ulcer  was 
closed  by  suture  ten  days  before  death.    The  position  of  the  sutured  ulcer  is 
indicated  internally  by  a  glass  rod,  and  externally  by  a  row  of  silk  sutures  which 
are  nartlv  buried  in  a  layer  of  inflammatory  exudation.    Other  ulcers  are  present. 
^  7573 

From  a  girl,  aged  16,  who  was  ad  tatted  into  U.  C.  H.,  under  the  care  of  Dr.  Ringer,  April  23. 
18C6,  on  the  fourteenth  day  of  typhoid  fever.  There  was  diarrhoea,  but  no  blood  in  the 
motions.  On  May  5  vomiting,  abdominal  pain,  and  collapse  occurred  at,  6  a.m.  ;  at  J.ciU  A.»t. 
the  extremities  were  cold,  and  the  abdomen  was  distended  ;  liver-dulnes8  was  present. 
At  1  30  p  M.  the  abdomen  was  opened  by  Mr.  Godlee;  there  was  free  gas  in  the  peritoneum . 
a  small  perforation  in  the  lower  end  of  the  ileum  was  closed  by  suture  and  the  pentoneum 
was  flushed  witn  saline  solution  and  drained.  The  patient  seemed  ^e  f  ing  we  11  u^l 
May  12,  when  an  attack  of  abdominal  pain  occurred.  On  May  13  the  Pf.'^"^^-'^^"  ^.^^^^ 
and\he  died  on  May  14.  There  was  general  peritonitis  ;  the  ulcer  wh.cl,  r^*;;^^^^^^ 
was  6  inches  above  the  cajcum,  and  there  were  a  few  other  ulcers  in  Us  neighbourhood. 
(Mr.  Godlee's  Case-books,  1896,  vol.  i,  p.  421.) 
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Operations  for  tumours  of  the  intestines  are  chiefly  concerned  with  columnar 
carcinoma  of  the  large  bowel.  In  favourable  circumstances  the  tumour  may  be 
removed  and  the  continuity  of  the  bowel  restored.  In  many  cases  the  removal 
of  the  tumour  is  impracticable,  and  operation  aims  only  at  the  relief  of  the  resulting 
obstruction,  bv  the  formation  of  an  artificial  anus  above  the  growth,  or  by  estab- 
lishing an  anastomosis  between  the  bowel  above  and  that  below  the  obstruction. 

1725.  A  caecum,  together  with  the  adjoining  parts  of  the  ileum  and  ascending  colon, 
removed  by  operation  for  carcinoma  of  the  caecum  and  laid  open.  The  growth, 
which  has  caused  marked  shrinking  of  the  caecum,  presents  an  ulcerated  surface 
from  which  irregular  polypoid  outgrowths  project  into  the  lumen.  The  part  of 
the  ileum  preserved  in  the  specimen  is  hypertrophied,  its  wall  being  considerably 
thicker  than  that  of  the  ascending  colon.  There  is  a  large  accumulation  of  fat 
around  the  part  of  the  bowel  invaded  by  the  growth.  8293 

From  a  man,  aged  30,  who  was  admitted  into  U.  C.  H.  on  May  5.  1899,  on  account  of  colicky 
abdominal  pain  of  about  three  months'  duration,  with  increasing  constipation  and  occasional 
vomiting.  On  May  7  Mr.  Barker  opened  the  abdomen  below  ihe  umbilicus,  and  found  the 
small  intestine  greatly  distended  ;  about  5  pints  of  liquid  fseeal  matter  were  evacuated  by  an 
incision  in  the  bowel ;  this  incision  was  clamped  and  subsequently  sutured.  After  enlarging 
the  incision  in  the  abdominal  wall  a  growth  was  detected  in  the  cajcum ;  the  ileum  at  about 
12  inches  above  its  termination  was  anastomosed  by  simple  suturing  with  the  ascending  colon 
about  12  inches  beyond  the  growth.  The  patient  left  the  hospital  on  June  6,  and  was 
re-admitted  on  June  21.  On  June  23  the  abdomen  was  again  opened  in  the  right  iliac 
region,  and  the  parts  preserved  in  the  specimen  were  removed,  the  ends  of  the  ileum  and 
ascending  colon  being  closed  by  simple  suturing.  Convalescence  was  delayed  by  suppuration 
in  the  upper  part  of  the  wound  and  the  formation  of  a  small  faecal  fistula,  which  had, 
however,  closed  when  the  patient  was  discharged  on  July  "29.  The  patient  was  quite  well  in 
January  1902.    (Mr.  Barker's  Case-books,  1899,  vol.  i,  p.  348.) 

1726.  An  ascending  colon  in  longitudinal  section,  removed  by  operation  for 
carcinoma.  For  an  extent  of  6  cm.  the  bowel  is  infiltrated  in  its  whole  circum- 
ference by  a  solid  growth,  which  involves  the  whole  thickness  of  the  wall,  and 
causes  great  narrowing  of  the  lumen  and  shrinking  of  the  bowel  in  length  ;  the 
growth  terminates  abruptly  above  and  below  in  an  overhanging  margin.  The 
bowel  is  sharply  curved  in  the  position  of  the  growth,  and  the  thickness  of  the 
latter  is  considerably  greater  on  the  concave  aspect.  A  piece  of  healthy  omentum 
is  adherent  to  the  bowel.  8862 

From  a  woman,  aged  40.  The  part  of  the  bowel  preserved  in  the  specimen,  consisting  of  the 
whole  of  the  shrunken  ascending  colon,  was  excised  by  Mr.  Pollard  in  August  1901,  end-to-end 
anastomosis  being  established  by  simple  suturing.  The  patient  appeared  to  be  quite  well  in 
January  1902. 

1727.  Part  of  a  colon,  including  the  splenic  flexure,  in  longitudinal  section,  removed 
by  operation  for  carcinoma.  The  growth  infiltrates  the  wall  of  the  bowel  circularly 
for  an  extent  of  5-5  cm.,  and  causes  almost  complete  obliteration  of  the  lumen. 
The  muscular  coat  of  the  bowel  is  hypertrophied  above  and  below  the  growth  but 
in  the  position  of  the  latter  it  is  destroved.  At  one  extremity  the  growth 
terminates  in  a  polypoid  excrescence.  The  bowel  in  the  position  of  the  tumour 
IS  surrounded  by  a  large  amount  of  indurated  fat,  the  line  of  demarcation  between 
which  and  the  tumour  itself  is  ill-defined.    A  depression  on  the  posterior  surface 

^'^^f' T!"-r7^rP°"^'  ^''^^       position  of  the  kidney,  and  in  front  of  this 
is  the  divided  tail  of  the  pancreas.  3325 

^St^rrs'^O  '^sif '7k^"  ^"f.  ''^f^^f  U.  C.  H.,  under  the  care  of  Mr.  Pollard,  on 
lolffi^wf  months  ^"^^  ^'^'^  experienced  pain  in  the  left 

lorn  tor  two  months    there  had  been  two  attacks  of  colic  attended  with  diarrhcea  On 

On  Sept.  14  the  left  kidney  was  exposed  by  an  oblique  incision  in  the  loin;  the  peritoneum 
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was  opened  and  the  tumour  found  to  be  situated  in  the  splenic  flexure  of  the  colon  and  to 
be  adliereut  to  the  left  kidney  and  infiltrating  the  tail  of  tlie  pancreas.  The  spleni,-  flexure  of 
the  colon,  together  with  the  left  kidney  and  the  tail  of  tlio  pancreas,  wns  removed  the  ends 
ot  the  bowel  being  united  with  a  Murphy's  button.  On  Sept.  1',)  an  artiflcial  anus  was  made 
in  the  ccecum  in  order  to  relieve  the  abdominal  distension  wliich  followed  the  operation  On 
Oct  4  the  Murphy  s  button  was  removed  from  tiie  rectum.  Tlio  esciipe  of  fjeces  from  the 
artifacial  anus  in  the  crecuni  became  gradually  less  and  the  natural  action  of  the  bowels  more 
abundant.  On  Nov.  10  the  artificial  anus  in  the  caacuin  was  closed  by  operation  The  patient 
lelt  the  hospital  on  Dec.  1,  1899.  In  Dec.  1901  the  patient  appeared  to  be  in  good  health  and 
■  there  was  no  evidence  of  recurrent  disease. 

1728.  The  descending  part  of  a  colon,  20  cm.  in  length,  removed  by  operation  for 
carcinoma.  The  bowel  has  been  laid  open  in  the  position  of  the  growth,  which 
involves  nearly  the  whole  of  its  circumference  for  a  distance  of  4  cm.  The  inner 
surface  of  the  growth  is  ulcerated,  and  presents  a  well-defined  raised  border, 
which  in  one  part  has  grown  out  into  a  considerable  polypoid  projection.  In  the 
rest  of  its  extent  the  intestine  is  normal,  but  connected  with  its  outer  aspect,  in 
the  position  of  the  tumour,  by  firm  fibrous  adhesions,  is  a  thicl<ened  portion  of 
the  parietal  peritoneum,  with  the  corresponding  part  of  the  subperitoneal  fat. 

8848 

Mrs.  G-.,  aged  57,  had  sufifered  from  constipation  for  two  years  ;  a  tumour  in  the  position  of 
the  descending  colon  had  been  noticed  for  three  months  ;  the  stools  contained  blood  and 
mucus.  On  Nov.  11,  1901,  Mr.  Barker  removed  the  part  of  the  bowel  preserved  in  the 
specimen,  end-to-end  anastomosis  being  established  by  simple  suturing.  The  patient  was 
quite  well  in  Jan.  1902. 

1729.  Part  of  a  descending  colon,  17"5  cm.  in  length,  removed  by  operation  for 
carcinoma.  The  growth  is  annular,  and  causes  a  marked  coustriction  on  the  outer 
aspect  of  the  bowel.  The  lumen  is  narrowed  so  as  only  to  admit  the  tip  of  the 
little  finger.  The  bowel  above  the  growth  is  hypertrophied  and  dilated.  There 
are  several  diseased  glands  in  the  mesocolon.  8909 

From  a  feeble  woman,  aged  72,  in  whom  there  had  been  symptoms  for  three  months.  The 
portion  of  bowel  preserved  in  the  specimen  was  removed  by  Mr.  Barker,  and  end-to-eud 
anastomosis  established  by  simple  suture. 

1730.  Part  of  a  colon,  19  cm.  in  length,  including  the  splenic  flexure,  removed  by 
operation  for  carcinoma  and  hiid  open.  The  growth  forms  a  prominent  cauliflower- 
like mass  involving  the  whole  circumference  of  the  bowel ;  the  longitudinal- extent 
of  the  latter  actually  involved  by  the  growth  is  scarcely  more  than  2  cm.,  but  the 
projecting  part  of  the  latter  expands  so  as  to  measure  5-5  cm.  On  the  outer 
aspect  of  the  bowel  is  a  deep  transverse  groove,  corresponding  in  position  with 
the  growth  within  ;  adherent  in  the  same  situation  is  a  considerable  part  of  the 
great  omentum.  8699 

From  a  man,  aged  about  27.  The  portion  of  colon  was  excised  by  Mr.  Pollard  in  April  1901, 
and  end-to-end  anastomosis  establi>=hed  by  simple  suture.  The  patient  seemed  quite  well 
in  January  1902. 

1731  Part  of  a  transverse  colon,  9-5  cm.  in  length,  removed  by  operation  for 
carcinoma,  and  laid  open.  The  growth  forms  an  annular  ulcer  which  narrows  the 
bowel  for  a  distance  of  3  cm.  There  is  a  large  accumulation  of  fat  between  tlie 
layers  of  the  mesocolon  and  in  the  appendices  epiploica).  S58^ 

From  a  woman,  aged  76,  who  was  tlie  subject  of  diabetes,  the  urine  containing  6-0  per  cent,  of 
sugar.  There  had  been  abdominal  pain  for  ciglit  months,  and  a  tuuimir  could  be  felt  above 
and  to  the  left  of  the  umbilicus.  Enterectomy  was  performed  on  Oct.  2o,  1900.  The  patient 
was  quite  well  in  Feb.  1902.    (Barker,  '  Lancet,'  1901,  vol.  i,  p.  bid.) 

1732  Part  of  a  sigmoid  colon,  removed  by  operation  for  carcinoma,  and  divided 
longitudinally.    The  part  removed  measures  about  9  cm.  ni  length  and  at  the 

•  centre  the  w"all  of  the  bowel  is  infiltrated  in  its  whole  circuuiicrence  by  a  .oUcl 
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growth  which  narrows  the  lumen  to  a  diameter  of  7  mm.     Externally  the 
intestine  is  deeply  puclcered  in  the  position  of  the  stricture  and  the  surrounding 
fat  is  very  firmly  adlierent  to  it.  7425 
From  a  man,  aged  59,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Mr.  Eaj'mond 
Johnson,  in  1895,  with  a  history  of  constipation,  abdominal  pain,  and  loss  of  flesh  for 
four  months.  The  tumour  could  be  felt  in  the  loft  iliac  region.   The  abdomen  was  opened  and 
the  diseased  portion  of  the  sigmoid  colon  excised,  the  ends  of  the  bowel  being  united  with  a 
Murphy's  button.    Death  resulted  from  general  peritonitis,  due  to  leakage  from  the  bowel  at 
the  seat  of  operation.    (Surg.  Eeg.  Eep.  1895,  p.  76,  No.  2094.) 


INFLAMMATION  OF  THE  VEEMIFOEM  APPENDIX— APPENDICITIS. 

Perityphlitis,  or  a  localised  peritonitis  in  the  region  of  the  caecum,  is,  in  the  large 
majority  of  cases,  due  to  an  infection  from  the  vermiform  appendix,  and  very  rarely 
to  afPections  of  the  caecam  itself.  Among  the  many  conditions  which  render  the 
appendix  particularly  prone  to  inflammation  are  :  (1)  thab  it  is  a  blind  recess  in  which 
faecal  concretiotis  are  liable  to  form,  and,  much  less  frequently,  foreign  bodies  to 
lodge  (1734,  1739)  ;  (2)  that  the  large  amount  of  lymphoid  tissue  present  in  its  wall 
renders  it  very  liable  to  catarrhal  inflammation  and  erosion  (1753);  (3)  that  the 
sinall  opening  by  which  it  communicates  with  the  csecum  may  readily  become 
bh)cked  and  retention  of  secretions  follow  (17-18);  (4)  that  should  the  tube  become 
kinked,  retention  of  secretions  and  sometimes  interference  with  the  blood-supply 
may  be  caused ;  and  (5)  thab  in  rare  cases  the  appendix  may  be  involved  in  the 
rdceration  of  typhoid  fever,  tuberculosis,  or  dysentery,  and  may  be  the  seat  of 
actinomycosis.  Not  imcommonly  the  inflaunnation  of  the  wall  of  the  appendix 
results  in  a  gangrenous  perforation  (173()),  but  without  the  occurrence  of  actual 
perfoiation  bacterial  infection,  especially  by  the  bacillus  coli  communis,  may  occur 
in  the  adjacent  peritoneum,  and  a  local  peritonitis,  often  subsiding  without  evidence 
of  suppuration,  may  ensue.  In  some  very  severe  forms  of  appendicitis  perforation  is 
not  preceded  by  the  formation  of  adhesions  and  general  peritonitis  results.  Much 
more  frequently  a  localised  peritoneal  abscess  lorms,  the  most  common  position  of 
which  is  determined  by  the  most  common  position  of  the  appendix,  and  thus  the 
abscess-cavity  is  on  the  inner  aspect  of  the  caecum  and  bounded  ofteii  in  other  parts 
by  small  intestine,  omentum,  and  abdominal  wall.  Among  other  varieties  of  the 
abscess  may  be  mentioned  the  intrapelvic  form  (1743)  and  that  which  extends 
upwards  along  the  line  of  the  colon  and  reaches  the  under  surface  of  the  diaphragm 
A  perityphlitic  abscess  may  rupture  through  the  abdominal  wall  or  into  the  general 
peritoneal  cavity,  or  into  one  of  the  hollow  viscera,  such  as  the  bowel  (1742)  the 
bladder,  or  vagina. 


The  condition  of  the  appendix  most  commonly  associated  with  recurrent  attacks 
of  appendicitis  subsiding  without  suppuration  is  that  in  which  the  lumen  is 
narrowed  or  completely  obstructed,  as  by  kinking,  so  that  the  proper  escape  of  the 
secretion  is  prevented,  and  in  some  instances  considerable  distension  may  result 
(1/48).  ^ 

1733.  The  cfecum  and  vermiform  appendix  of  a  child.  The  latter  is  9-5  cm  in 
length,  and  at  a  distance  of  2-5  cm.  from  its  distal  extremity  the  lumen  is  blocied 
by  a  soit  brown  concretion  which  has  been  exposed  by  reflection  of  part  of  the 
wall  of  the  appendix.  Beyond  the  concretion  the  appendix  is  dilated  aticl 
thickened,  and  presents  an  oval  perloration  nearly  2  cm.  in  length.  7370 

From  a  boy,  aged  10  years,  in  whom  general  suppurative  peritonitis  followed  tl-,0  e  .1 

appondLx.    Operation  was  performed  on  the  fLih  dn/;  death  occull^^^^^^^^      da^s  kter.''° 

1734.  An  oval  concretion  18  mm.  in  length  and  25  mm.  in  circumference  from  a 

Penetrate  \t'''^"'    ''  ^'"^''^  ^"^"^^         '^"^"Sl^  to  allow  a  needle  to 

^  '  7729 
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173_5.  The  sloughed  extremity  of  a  vermiform  appendix,  together  with  a  concretion 
10  mm.  in  length.  7899 
from  a  girl,  aged  10,  who  had  been  ill  for  ten  days  with  very  mild  eymptoms  of  appendicitis 
^t^nr  o/'stLkTng  pr  "  '  abscess-cavity  behind  the  c.cu^,  'which  conta^Ld  a£ 

1736.  A  ctecum,  together  with  the  end  of  the  ileum  and  the  appendix.  Near  its 
tree  end  the  appendix  presents  a  large  oval  perforation ;  beyond  this  the  appendix 
IS  swollen  and  distended  by  a  concretion.  5O63 

From  a  boy  aged  J7,  who  was  admitted  into  U.  0.  K.,  under  the  caro  of  Sir  William  Jenner, 
July  b,  18()5.  He  had  been  ill  since  July  1,  when  lie  was  attacked  with  sudden  abdominal 
pam,  most  severe  in  the  right  iliac  region.  On  admission  the  temperature  was  103°  ■  there 
was  general  fulness  of  the  abdomen,  most  marked  and  accompanied  with  extreme  tenderness 
m  the  right  iliac  region.  Death  occurred  suddenly  on  July  10  ;  there  was  general  peritonitis 
and  a  localised  intraperitoneal  abscess  in  the  cajcal  region  ;  in  the  abscess  was  a  concretion 
as  large  as  a  pea.    (Sir  W.  Jenner's  Case-books,  Males,  1865,  vol.  vi,  p.  314.) 

1737.  Part  of  a  vermiform  appendix,  in  which  is  a  perforation  near  the  free  end, 
together  with  a  large,  oval,  soft  concretion.  80u7 

From  a  man,  aged  35,  under  the  care  of  Mr.  Godlee.  There  was  a  large  localised  abscess,  in 
which  was  the  concretion  ;  part  of  the  appendix  was  removed  ;  the  patient  did  well. 

1738.  A  vermiform  appendix,  15  cm.  in  length,  removed  by  operation,  together 
with  a  large  ftecal  concretion  which  it  contained.  In  the  proximal  half  the 
appendix  is  considerably  swollen  and  presents  two  perforations.  At  nearly  all 
parts  the  serous  coat  is  covered  with  a  layer  of  torn  fibrous  adhesions,  but  near 
the  distal  end  there  is  a  more  recent  inflammatory  exudation  on  the  surface. 

8320 

1739.  A  healthy  vermiform  appendix  removed  by  operation  and  laid  open  to  expose 
part  of  a  needle,  the  point  of  which  perforates  the  wall.  7264: 

The  appendix  was  removed  by  Dr.  Herbert  Spencer  during  the  performance  of  ovariotomy. 

1740.  A  caecum,  laid  open,  together  with  the  termination  of  the  ileum  and  the 
appendix.  The  latter  lies  behind  the  inner  part  of  the  cseeum,  and  near  its  free 
extremity  presents  a  large  irregular  perforation.  The  opening  of  the  appendix 
into  the  ctecum  is  patent,  and  between  this  point  and  the  perforation  the  mucous 
membrane  of  the  tube  is  slightly  swollen  but  not  ulcerated.  The  position  of  an 
abscess,  which  resulted  from  tlie  disease  of  the  appendix,  is  indicated  by  an 
extensive  layer  of  inflammatory  exudation  on  the  posterior  aspect  of  the  ctecinn 
and  the  adjacent  part  of  the  ileum.  6218 

1741.  Five  concretions  from  the  appendix  preserved  in  the  last  specimen,  all  of 
which,  except  one,  have  been  divided.  In  one  the  laminated  structure  is  well 
s'.owu.  6218 

From  a  boy,  aged  13,  in  whom  operation  was  performed  on  the  ninth  day  of  an  attack  of 
appendicitis.  Foetid  pus  was  evacuated  by  an  incision  in  the  crecal  region.  Death  occurred 
3li  hours  after  the  operation  from  general  peritonitis.  (Surg.  Eeg.  Eep.  1886,  p.  51, 
No.  1009.) 

1742.  A  cfecum,  with  the  adjoining  parts  of  the  ileum  and  ascending  colon. 
Tiie  appendix  lies  internal  to  the  caecum  and  behind  the  termination  of  the  ileum  ; 
near  its  extremity  the  wall  of  the  appendix  has  sloughed  in  nearly  its  whole 
circumference  for  a  distance  of  2  cm.,  so  that  the  free  extremity  is  almost 
detached.  Around  the  perforation  the  position  of  an  abscess  is  indicated  by  a 
thick  laver  of  inflammatory  exudation  on  the  peritoneum  ;  the  area  involved  by 
the  abscess  involves  part  o£  the  posterior  surface  of  the  caecum,  in  which  is  a 
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round  perforation  5  mm.  in  diameter.    There  is  a  mass  of  swollen  glands  m  the 
mesentery  of  the  lower  part  of  the  ileum.  6703 
There  is  no  history  to  the  specimen,  but  it  is  probable  that  the  abscess  resulting  from  tlie 
perforation  of  the  appendix  opened  into  the  csBoum. 

1743.  A  sagittal  section  through  the  pelyic  viscei'a  of  a  female,  showing  an  abscess 
in  Douglas's  pouch,  which  resulted  from  appendicitis  and  was  opened  from  the 
vagina.  The  abscess-cavitj  is  bounded  behind  by  the  rectum,  beJow  and  in  front 
by  the  uterus  and  vagina,  and  above  by  coils  of  small  intestine,  which  are  adherent 
one  to  another  and  to  the  uterus.  The  opening  by  which  the  abscess-cavity 
communicates  with  the  roof  of  the  vagina  to  the  right  of  the  middle  Hue  is  marked 
by  a  piece  of  glass  rod.  8208 

1744.  A  faecal  concretion  from  the  abscess  preserved  in  the  preceding  specimen. 
It  is  cylindrical,  curved,  and  18  mm.  in  length.  8208 

The  pelvic  abscess  was  opened  per  vaginam  and  drained.    Death  occurred  from  pyaemia. 

1745.  A  vermiform  appendix,  removed  by  operation.  At  the  middle  of  its  length, 
for  a  distance  of  15  mm.,  its  continuity  has  been  almost  entirely  destroyed  by 
sloughing.  7382 

1746.  A  vermiform  appendix,  10  cm.  in  length,  removed  by  operation  and  laid 
open.  Near  its  proximal  extremity  are  three  minute  perforations,  through  which 
bristles  have  been  passed.  The  mucous  membrane  is  throughout  thickened  and, 
at  about  the  middle  of  the  length  of  the  appendix,  appears  to  have  cicatrised  after 
superficial  ulceration.  7305 

Prom  a  woman.  The  appendix  was  removed  by  Mr.  Barker,  during  a  first  attack  of  appen- 
dicitis attended  with  severe  collapse.  The  appendix  was  surrounded  by  adhesions,  but 
suppuration  had  not  occurred. 

1747.  A  vermiform  appendix,  removed  by  operation.  At  a  distance  of  15  mm. 
from  the  distal  end,  and  opposite  the  mesenteric  attachment,  is  a  small  perforation 
surrounded  by  a  prominent  lip,  probably  of  everted  mucous  membrane.  8406 

From  a  man,  aged  45,  who  was  under  the  care  of  Mr.  Godlee  in  Jan.  1900.  Previous  attacks 
of  appendicitis  had  occurred  in  1898  and  1899.  At  the  operation  the  end  of  the  appendix 
was  found  to  be  adherent  to  the  right  kidney. 

1748.  A  vermiform  appendix,  removed  by  operation.  The  lumen  is  obliterated  at 
the  proximal  end  and  in  the  rest  of  its  extent  dilated.    It  was  tilled  with  pus. 

7518 

From  a  man,  aged  42,  who  suffered  from  recurrent  attacks  of  appendicitis. 

1749.  A  vermiform  appendix,  removed  by  operation.    It  is  sharply  curved  upon 
itself,  the  parts  of  the  curve  being  adherent  one  to  another.    The  wall  of  the 
appendix  is  swollen  and  the  lumen  is  distended,  except  at  the  proximal  end 
where  it  is  obliterated.  ^^-nn 

The  appendix  was  removed  from  a  man,  aged  22,  after  four  attacks  of  appendicitis;  the  last 

Eep  1897-  p  4rNoSo  '  °^  ^^'^^^  '^''''^  penLnitis.    (Surg.  Heg! 

1750.  A  vermiform  appendix,  together  with  a  small  piece  of  adherent  omentum 
reinoved  by  operation.    The  appendix  is  curved  almost  into  a  complete  circ^' 
At  a  short  dis  ance  from  the  proximal  end  the  lumen  is  obliterated  ;  beyond  thL" 
point  the  walls  are  thickened,  the  lumen  distended,  and  at  the  d  staf  end  the 
mucous  membrane  is  eroded.  uioiai  euu^uie 

From  a  case  of  recurrent  appendicitis. 
PAET  II. 
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1751.  A  small  part  of  a  caBcuui,  together  with  the  appendix.  In  the  proximal 
2  cm.  oi  its  length  the  appendix  is  normal  in  size  and  its  lumen  is  patent  •  beyond 
this  the  appendix  is  distended  into  a  cyst,  the  interior  of  which  has  no  communi- 
cation with  the  proximal  part  of  the  tube.  The  cyst  is  irregularly  ovoidal  and 
measures  7-5  cm.  in  length  ;  in  most  parts  the  wall  is  thin,  but  at  its  distal  end 
the  extremity  of  the  appendix  is  indicated  by  a  nipple-shaped  projection  with  a 
much  thicker  wall,  and  marked  off  internally  from  the  rest  of  the  cyst  by  a  sharp 
circular  border.  ggy]^ 

From  a  man,  aged  44,  who  died  on  May  11,  1893,  from  bronchitis  and  cardiac  dilatation 
(Dr.  Poore  s  Case-books,  Males,  1893,  vol.  ii,  p.  524.')    In  1878  the  patient  had  been  in  U  0  H 
under  the  care  of  Dr.  Wilson  Pox,  for  3  months,  sufTering  from  supposed  intestinal  obstruction, 
the  symptoms  being  ob.stinate  constipation,  vomiting,  and  slight  elevation  of  temperature.  A 
year  later  a  similnr  attack,  lasting  3  or  4  weeks,  occurred.    (Dr.  Wilson  Fox's  Case-books  Males. 
1878,  vol.  i,  p.  149.) 

1752.  A  yermiform  appendix  removed  by  operation.  In  its  proximal  half  it  is 
swollen  and  coated  with  inflammatory  exudation,  which  extends  on  to  the 
surrounding  fat.  '  8371 

From  a  man,  aged  30,  in  whom  the  first  attack  of  appendicitis  occurred  .5  years,  and  the 
second  3  weeks,  before  the  operation.  There  was  a  small  abscess  containing  offensive  pus  and 
a  stercolith. 

1753.  Three  vermiform  appendixes  removed  by  operation  and  laid  open  to  display 
swelling  and  erosion  of  the  mucous  membrane.  7971,  7970,  8451. 

From  cases  of  recurrent  appendicitis. 

1754.  A  vermiform  appendix  removed  by  operation  and  laid  open  to  display  a  small 
concretion  and  irregular  swelling  of  the  mucous  membrane.  8545 

From  a  man,  aged  27,  in  whom  three  attacks  of  appendicitis  had  occurred,  2  years,  6  months, 
and  21  days  respectively,  before  the  operation. 

1755.  A  vermiform  appendix,  removed  by  operation.  It  is  12-5  cm.  in  length  and 
is  bent  into  a  sigmoid  loop,  the  limbs  of  which  are  loosely  held  together  by 
adhesions.    In  other  respects  the  appendix  is  normal.  8891 

From  a  boy,  aged  16,  under  the  care  of  Mr.  Godlee.  Only  one  definite  attack  of  appendicitis  had 
occurred,  but  there  had  been  frequent  previous  attacks  of  "  stomach-ache."  The  coiled  appendix 
was  adherent  to  the  posterior  surface  of  the  outer  part  of  the  ciecum. 

1756.  A  vermiform  appendix,  removed  by  operation  and  laid  open.    The  wall  is 
thickened,  the  mucous  and  submucous  coats  together  measuring  4  mm.  8424 

From  a  man,  aged  50,  who  for  2  months  had  suffered  from  symptoms  of-  intestinal  derange- 
ment ;  the  motions  were  loose  and  very  offensive,  but  contained  no  blood  or  mucus.  The 
pntient  had  become  pale  and  cachectic,  and  the  temperature  varied  irregularly  between 
subnormal  and  100°-100°'8.  The  ajjpendix  was  removeci,  and  the  patient  was  granuHlly 
completely  restored  to  health.  (Sidney  Martin,  Med.  Chir.  Trans.  1901,  &  B.  M,  J.  1901, 
vol.  i,  p.  1203.) 

1757.  A  cfficura  with  its  appendix,  together  with  part  of  the  right  lobe  of  the  liver. 
The  appendix  is  attached  to  the  under  surface  of  the  liver  by  a  broad  membranous 
adhesion,  formed  in  connection  with  the  omentum.  8855 


liNTLAMMATION  OF  DIVERTICULUM  IlEI. 

1758.  A  portion  of  the  lower  part  of  an  ileum,  together  with  a  Meckel's  diver- 
ticulum. The  latter  has  completely  separated  from  the  wall  of  the  intestine ;  it 
forms  an  elongated,  slightly  pyriform  pouch,  (3  cm.  in  length  and  about  13  mm. 
in  diameter;  the  wall  of  the  pouch  is  thin,  soft,  greyish  in  colour,  and  coated  on 
its  surface  with  a  thin  layer  of  inflammatory  exudation.    The  ai)erture  in  the  wall 
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of  the  intestiae  resulting  from  the  separation  of  the  diverticulum  is  circular  and 
has  a  diameter  of  8  mm. ;  it  is  situated  on  a  slight  bulging  of  the  wall  of  the 
intestine,  on  the  opposite  aspect  of  which  is  a  shallow  groove.  8933 
From  a  boy,  aged  8,  who  was  admitted  into  U.  C.  H.,  Feb.  10,  1902,  for  obstruction  of  tlie 
bowels,  abdominal  pain,  and  vomiting.    The  symptoms  began  on  Feb.  7,  before  which  the 
cliild  appeared  to  be  in  good  health.    Peptonized  milk  was  given  by  the  mouth  and  enemata 
administered.    For  three  days  the  vomiting  ceased  and  then  began  again.    On  Feb.  15  the 
child  suddenly  became  collapsed,  and  presented  all  the  signs  of  perforative  peritonitis.  The 
abdomen  was  opened  above  the  pubes  and  purulent  peritonitis  with  adhesions  found.  Death 
occurred  on  Fob.  17.    There  was  general  peritonitis,  with  collections  of  pus  enclosed  by 
adhesions ;  the  sloughed  diverticulum  was  completely  detached  ;  the  opening  in  the  ileum 
was  30  cm.  above  its  termination.    (Mr.  Barker's  Case-books,  1902.) 


DISEASES  OF  THE  EECTUM  AND  ANUS. 
Malfoematioss  or  the  Rectum:  aisd  Anus. 

{See  OONGENTTAI,  Malfoumations.) 
HiEMOEEHOIDS. 

Haemorrhoids  result  from  a  varicose  condition  of  the  veins  of  the  anus  and  the 
lower  part  of  the  rectum,  the  veins  affected  being  those  which,  commencing  in  small 
dilatations  at  the  lower  end  of  the  anal  canal,  run  upwards  in  the  submucous  tissue 
of  the  columns  of  Morgagni  to  the  ha;morrhoidal  plexus  (1759).  Piles  are  external  or 
internal,  according  as  they  are  covered  by  skin  or  mucous  membrane.  Haemorrhage 
occurs  only  as  a  symptom  of  the  internal  variety.  An  external  pile  is  composed  of  a 
fold  of  hypertrophied  skin  at  the  margin  of  the  anus,  containing  a  small  varicose  vein 
and  often  a  small  artery.  In  internal  piles  there  may  be  a  general  varicose  condition 
of  the  veins  or  definite  tumours  may  be  present.  In  the  former  condition  the  ring 
of  thickened  mucous  membrane  may  become  protruded  from  the  anus  during  the 
act  of  defaecation,  producing  the  condition  known  as  prolapsus  ani  (1760).  Circum- 
scribed internal  piles  may  form  longitudinal  column-like  swellings  or  globular 
tumours.  Internal  piles  protruded  through  the  anus  and  strangulated  by  the 
contraction  of  the  sphincter  become  swollen  and,  unless  reduced,  finally  slough. 

1759.  A  rectum  and  anus  injected  through  the  inferior  mesenteric  artery.  "Within 
the  anal  canal  are  numerous  longitudinal  swellings  resulting  from  enlargement  of 
the  natural  columns  of  the  rectum.  By  the  removal  of  the  mucous  membrane 
from  one  of  the  columns  it  is  shown  that  the  swelling  is  formed  by  a  mass  of 
small  dilated  veins.  8564 

The  specimen  illustrates  the  structure  of  internal  piles. 

1760.  The  lower  part  of  a  rectum,  with  the  skin  around  the  anus.  The  aperture 
of  the  anus  is  stretched  and  fully  occupied  by  a  swelling  formed  by  a  protrusion  of 
the  mucous  membrane  of  the  lowpr  part  of  the  rectum  and  some  large  internal 
piles.  The  prolapsed  mass  forms  an  irregular  hemispherical  swelling,  de])ressed 
in  its  centre  and  divided  into  several  lobe-like  portions  of  various  j-ize,  some  of 
these  portions  being  swollen  folds  of  the  mucous  membrane,  and  others  internal 
piles.  A  piece  of  bougie  has  been  passed  along  the  canal,  which  is  considerably 
narrowed  by  the  swelling  of  the  prolapsed  parts.  The  surface  of  the  protrusion 
IS  excoriated,  and  m  places  superficially  ulcerated,  or  covered  with  exudation. 

3788 

1761.  A  complete  ring  of  anal  mucous  membrane  and  adjacent  skin  In  the 
mucous  membrane  are  several  swellings  caused  by  internal  piles.  7804 

Keraoved  by  operation. 
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Pkolapse  of  the  Rectum. 


This  occurs  in  two  forms,  the  incomplete  and  complete.  In  the  former  the  pro- 
lapse involves  only  the  raucous  membrane  ;  the  condition  is  then  commonlv  called 
proJapsu'i  am,  and  results  from  a  hoemorrhoidal  condition  of  the  mucous  membrane 
In  complete  prolapse  all  the  coats  of  the  rectum  are  involved;  the  condition  occurs 
chiefly  in  children,  and  usually  results  from  causes  attended  with  frequeut  straining 


Abscess  or  the  Eectum  and  Anus.   Fistula  in  Ano. 

Abscesses  very  frequently  form  in  connection  with  the  lower  part  of  the  rectum 
and  the  anus.  The  most  common  situations  are  beneath  the  mucous  membrane 
(submucous  abscess)  and  beneath  the  skin  at  the  margin  of  the  anus  (marginal 
abscess).  A  submucous  abscess  may  be  due  to  injury  of  the  mucous  membrane, 
or  may  begin  as  suppuration  around  a  dilated  and  inflamed  hasmorrhoidal  vein '; 
in  other  cases  it  is  tuberculous.  A  submucous  abscess  after  bursting  into  the 
bowel  or  through  the  skin  near  the  anus  almost  always  becomes  a  fistula,  which 
according  as  it  opens  in  one  or  both  of  these  situations  is  often  spoken  of  as  "  blind  " 
or  "  complete  "  ;  the  track  of  the  fistula  is  altogether  superficial  to  the  external 
sphincter. 

Abscess  in  the  ischio-rectal  fossa  arises  from  causes  not  always  clearly  to  be 
ascertained ;  occasionally  it  results  from  complete  perforation  of  "the  gut  by  some 
foreign  body,  as  a  fish-bone  which  has  been  swallowed  (1763).  An  ischio-rectal 
abscess  usually  opens  into  the  bowel  between  the  internal  and  external  sphincters,  as 
veil  as  through  the  skin,  and  thus  the  track  of  the  resulting  fistula  lies  on  the  deep 
aspect  of  the  external  sphincter.  Abscesses  and  fistuliE  are  frequently  met  with  as 
complications  of  diseases  of  the  rectum  accompanied  by  ulceration,  such  as  syphilitic 
disease  and  new  growths,  and  are  not  uncommon  in  connection  with  simple 
stricture. 

As  a  complication  of  diseases  of  the  rectum  itself  or  as  an  extension  of  other 
abscesses  in  the  pelvis,  suppuration  sometimes  occurs  around  the  bowel  above  the 
levator  ani  in  the  connective  tissue  of  the  pelvi-rectal  space. 

Fis<tu]ce  following  abscess-formation  about  the  lower  part  of  the  rectum,  instead  of 
oj)ening  on  the  cutaneous  surface,  may  open  into  the  bladder  or  urethra  in  the  male 
and  the  vagina  in  the  female. 


1762.  lower  end  of  a  rectum  with  the  anus.  On  one  aspect  of  the  anal  canal, 
find  passing  around  half  its  circumference,  is  the  sac  of  an  abscess.  The  abscess 
is  situated  close  beneath  the  skin,  and  is  prolonged  upwards  about  as  far  as  the 
c()n>triction  formed  by  the  internal  sphincter ;  it  is  apparently  superficial  to  the 
fibres  of  the  external  sphincter,  aud  opens  into  the  rectum  by  a  wide  aperture, 
through  which  a  bristle  has  been  passed  ;  the  rectum  at  this  part  is  deeply 
excavated  by  ulceration.  Ou  the  right  side  of  the  specimen,  the  mucous  mem- 
brane of  the  rectum,  which  forms  the  inner  wall  of  the  abscess,  has  been  divided 
from  the  margin  of  the  anus  as  far  as  the  upper  end  of  the  cavity.  700 

1763.  A  fish-bone,  removed  from  the  cavity  of  an  abscess  which  formed  in  connection 
with  the  rectum.  The  abscess  opened  on  the  surface  outside  the  external 
sphincter,  and  within  the  gut  immediately  above  the  internal  sphincter.  The 
bone,  which  is  very  sharp  at  one  end,  measures  about  3  cm.  in  length. 
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Ulcebatiok  op  the  Rectum  and  Antjs.   Fibrous  Steicture  of  the  Rectum. 

1.  Simple  ZTZcer.— Simple  ulceration  of  the  rectum  is  probably  due  most  commonly 

to  injury,  sucb  as  an  excoriation  of  the  mucous  membrane  during  defa3cation, 
and  is  more  liable  to  occur  if  the  mucous  membrane  is  in  a  state  of  venous 
congestion  resulting  from  piles.  Ulceration  of  the  rectum  is  supposed  also 
to  arise  from  injury  during  parturition.  A  simple  ulcer  is  usually  single  and 
situated  at  the  posterior  part  of  the  gut ;  but  two  or  more  may  be  present. 
The  ulcer  is  usually  nearly  circular  (1764)  ;  the  edges  are  irregular  and 
very  slightly  raised,  and  the  base  is  somewhat  indurated.  Irritable  ulcer  of  the 
anus,  or  fissure  of  the  anus,  is  a  narrow  ulcer  extending  over  the  external 
sphincter  as  far  as  the  margin'  of  the  skin,  where  its  extremity  is  often 
overlapped  by  a  small  external  pile.    It  is  a  cause  of  intense  pain. 

Multiple  superficial  ulcers  are  occasionally  met  with,  arising  in  the  solitary 
follicles,  and  kuown  as  "  follicular  ulcers." 

2.  Dysenteric  Ulceration. — Especially  in  chronic  dysentery  the  rectum  may  be 

affected  in  common  with  other  parts  of  the  large  intestine. 

3.  Tuberculosis  Ulceration. — This  may  occur  in  a  very  extensive  form  of  irregular 

ulceration,  or  may  be  limited  to  a  sn)all  ulcer  around  the  internal  opening  of 
a  tuberculous  fistula.    It  is  usutilly  associated  with  pulmonary  tuberculosis. 

4.  SypMlitic  Ulceration. — This  is  of  frequent  occurrence,  especially  in  women,  and 

probably  commences  as  a  gummatous  infiltration  of  the  mucous  membrane. 
The  ulceration  is  often  very  extenaive  and^irregular,  and  may  reach  from  the 
anus  to  the  sigmoid  colon  (1767).  The  edges  of  the  ulcer  are  raised  and  hard, 
and  the  floor  grey  and  sloughy.  The  ulcer  is  often  spreading  at  one  part  and- 
healing  at  another.  The  whole  of  the  coats  of  the  gut  are  thickened  and 
indurated,  and  irregularly  distorted  by  the  contraction  of  the  healing  ulcer, 
and  the  calibre  is  often  greatly  diminished,  sometimes  almost  to  complete 
occlusion  (1767).  The  peritoneal  coat  is  usually  opaque  and  thickened,  and 
often  adherent  to  surrounding  parts.  The  depth  of  the  ulceration  varies  ;  in 
most  parts  it  is  confined  to  the  mucous  coat,  but  it  may  extend  to  the  other 
coats  and  lead  to  perforation.  If  perforation  occurs,  abscesses  form  outside 
the  bowel  and  may  burst  in  various  directions,  causing  fistidse  opening  on  tiie 
skin  around  the  anus  (1765),  into  the  vagina  (1766),  or  communicating  with 
adherent  coils  of  intestine. 

5.  Ulceration  from  Maliynant  Disease. — See  Carcinoma. 

Simple  fibrous  stricture  may  result  from  the  healing  of  any  form  of  ulcer  of  the 
rectum.  It  is  a  frequent  result  of  syphilitic  ulceration.  The  degree  of  stricture 
occasioned  by  the  healing  of  even  a  small  ulcer  is  sometimes  so  extreme  as  to 
suggest  that  persistent  muscular  contraction  has  played  an  important  part  in  its 
production. 

1764.  The  lower  part  of  a  rectum  and  the  anus.  In  the  anal  canal,  15  mm.  above 
the  orifice,  is  a  nearly  circular  ulcer,  about  5  mm.  in  diameter;  it  involves  the 
whole  thickness  of  the  mucous  membrane  and  has  sharply-cut  edges.  There  are 
two  or  three  small  external  hajmorrhoids  arouud  the  anus".  699 

1765.  Part  of  a  rectum  with  the  vagina  and  uterus,  the  rectum  and  vagina  having 
been  laid  open.  In  about  its  lower  5  cm.  the  rectum  is  riddled  with  ulcerated 
tracks,  which  pass  from  it  in  all  directions,  and  open  externally  and  into  the 
vagina.  The  different  sinuses  are  marked  by  bristles  :  one  leads  directly  back- 
wards, and  opens  behind  the  anus ;  others  pass  outwards  into  the  surrounclin'^ 
structures,  whilst  some  open  downwards  in  the  perineum.  In  the  posterior  wifl 
of  the  vagma,  close  above  the  labia,  is  an  irregular  ulcerated  aperture  about 
15  mm.  in  its  longest  measurement,  leading  to  a  space  into  which  two  or  three 
sinuses  from  the  rectum  open.  All  the  tissues  around  the  lower  end  of  the  rectum 
are  indurated  and  adhere  firmly  to  its  walls,  which  are  so  thickened  and  puckered 
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by  the  healing  of  ulcers  as  considerably  to  constrict  the  gut  in  its  lower  5  cm 
The  mucous  membrane  of  the  rectum  is  for  the  most  part  superficially  ulcerated- 
close  above  the  inner  openings  ol:  the  fistiilaa  it  is  more  deeply  pit  ted  •  a  bristle 
has  been  passed  beneath  a  fold  of  mucous  membrane  the  base  of'  which  is 
perforated  by  ulceration.  The  anus  is  surrounded  by  external  hamorrhoids.  702 
There  is  no  history  to  the  specimen,  but  from  the  extensive  siiperfimal  ulceration  and  the 
situation  ot  the  stricture  close  to  the  anus,  the  disease  is  probably  syphilitic. 

1766.  A  rectum  with  the  uterus  and  vagina,  the  rectum  being  laid  open  from  the 
right  side,  the  vagina  and  uterus  from  the  front.  The  rectum,  for  about  its  lower 
7  cm.,  is  thickened  and  indurated,  as  a  result  of  long-conlinued  inflammation  and 
ulceration  of  its  walls,  and  the  canal,  for  a  distance  of  about  4  cm.,  is  tightly 
constricted.  Numerous  fistulsB  lead  from  the  rectum,  some  passing  hackwardl  and 
others  forwards  through  the  posterior  wall  of  the  vagina;  two  bristles  are  placed 
in  tracks,  by  which  a  communication  is  formed  between  the  rectum  and  va»ina. 
In  the  upper  part  of  the  posterior  wall  of  the  vagina,  immediately  behind°the 
cervix  uteri,  is  a  circular  opening  about  3  mm.  in  diameter,  the  aperture  of  a  third 
fistula  between  the  rectum  and  vagina  ;  close  to  the  left  of  this  is  a  small  pit,  at 
the  bottom  of  which  a  minute  opening  ai)pears  to  exist.  The  edges  of  the  several 
apertures  are  sharply  defined  and  smoothly  rounded,  as  if  healed.  The  skin  around 
the  anus  is  thrown  into  hsemorrhoidal  folds.  701 

From  a  woman  about  40  years  of  age,  in  whom  a  fistulous  communication  between  the  rectum 
and  vagina  had  existed  for  about  a  year  before  she  died.    The  disease  is  doubtless  syphilitic. 

/1767.  A  rectum  laid  open  posteriorly,  together  with  the  thickened  and  adherent 
surrounding  tissues.  In  the  lower  15  cm.  of  its  length  the  rectum  is  entirely 
devoid  of  mucous  membrane,  the  inner  surface  being  formed  by  the  condensed 
submucous  tissue,  which  is  marked,  in  the  upper  part,  by  transverse  fasciculi  of 
the  hypertropbied  nuiscular  coat.  In  the  lovvest  9  cm.  the  rectum  is  greatly 
narrowed,  the  constriction  being  most  marked  at  points  3  cm.  and  8  cm.  above 
the  anus.  Several  small  sinuses  lead  from  the  diseased  part  of  the  rectum  into 
irregular  abscess-cavities  in  the  surrounding  tissues.  The  lowest  limit  of  the 
mucous  membrane  can  readily  be  recognised  at  a  distance  of  15  cm.  above  the 
anus  as  a  sharp,  sinuotis,  slightly  undermined  edge.  Above  this  border  two 
separate  ulcers  are  seen  in  the  mucous  membrane ;  the  larger  of  these,  which  has 
been  divided  in  laying  open  the  bowel,  measures  more  than  2  cm.  in  diameter  and 
presents  a  smooth  floor  and  a  raised,  deeply  notched,  and  slightly  undermined 
border.  On  the  right  side  of  the  anus  are  two  prominent  haBmorrhoids.  1065 
The  disease  is  probably  syphilitic. 

1768.  A  rectum,  with  part  of  the  skin  behind  tlie  anus.  In  its  lower  12  cm.  the 
wall  of  the  rectum  is  considerably  increased  in  thickness,  partly  by  hypertrophy 
of  its  muscular  coat,  partly  by  thickening  and  indimition  of  the  tissues  around. 
The  greater  part  of  the  mucous  membrane  has  been  destroyed  by  ulceration,  an 
isolated  patch  with  a  wavy  outline  and  sharply  defined  margins  remaining  about 
9  cm.  above  the  anus.  Above  this  level  the  muscular  coat  is  extensively  denuded,  the 
ulceration  having  destroyed  the  mucous  membrane  as  high  as  12  cm.  above  the 
isolated  area  noticed  ;  the  edges  of  the  mucous  membrane  are  deeply  scalloped,  in 
places  sharp  and  clearly  defined,  in  others  shelving.  Beyond  the  upper  hmit  of 
this  large  ulcerated  area  are  two  small  circular  ulcers  of  the  mucous  membraue, 
and  to  the  right  of  these  part  of  anotlier  much  larger  ulcer.  The  whole  of  the 
large  ulcerated  surface  first  mentioned  is  longitudinally  and  transversely  ridged, 
but  firm  and  indurated.  ¥rom  the  lower  end  of  the  rectum  narrow  fistulous 
passages  pass  through  the  skin  behind  the  anus.  Beneath  the  integument  is  a 
tlattened  abscess-cavity,  from  which  the  apertures  in  the  integument  lead. 
The  disease  is  probably  syphilitic. 
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17fiq  A  rectum  in  longitudinal  section,  showing  extensive  destruction  of  the 
mucous  membrane  by  ulceration.  Around  the  anus  is  a  ring  of  small  internal 
Sid  external  piles.  Above  this  for  a  distance  of  3  cm.  the  mucous  membrane 
remains  and  presents  one  small  oval  ulcer.  Above  this  level  for  a  distance  of 
]3  cm  the  mucous  membrane  has  been  entirely  destroyed,  except  along  a  narrow 
strip  in  the  lower  part.  At  the  upper  limit  of  the  denuded  area  the  lower  limit 
of  the  raucous  membrane  is  marked  by  a  sinuous,  raised,  and  for  the  most  part 
sharply-cut  edge.  Above  this  border  the  mucous  membrane  is  normal,  except 
for  the  presence,  in  its  lower  part,  of  one  small  oval  ulcer.  In  the  whole  extent 
of  the  ulceration  the  rectum  is  intimately  adherent  to  the  indurated  and  thickened 
surrounding  tissues,  and  the  lumen  is  uniformly  narrowed,  58  <  9 

From  a  married  woman,  aged  42,  who  had  suffered  from  symptoms  of  stricture  of  the  rectum 
for  15  years.  There  was  no  definite  history  of  syphilis.  l)eath  occurred  from  pneumonia 
The  pelvic  viscera  were  extensively  adherent.  (Mr.  Marshall  s  Casc-hooks,  1882,  vol.  i,p.  177.) 

Simple  TuiIotjrs  of  the  Eeotum. 

1.  Adenoma.— This  is  met  with  most  commonly  in  children  as  a  small  polypus 

attached  to  the  mucous  membrane  by  a  slender  pedicle.  It  is  covered  with 
columnar  epithelium,  and  contains  spaces  lined  with  columnar  cells  (1770). 

2.  Papilloma. — This  forms  the  "  villous  tumour"  of  the  rectum,  which  is  composed 

of  long  branching  papilla,  often  several  centimetres  in  length,  seated  on  a 
flat  slightly  raised  base.  The  papillae  are  composed  of  delicate  vascular  tissue, 
covered  with  columnar  epithelium.  These  tumours  may  reach  a  considerable 
size.  They  occur  in  adults,  and  are  seated  usually  within  easy  reach  of  the 
finger,  and  are  confined  to  one  side  oF  the  gut  (1771). 

3.  Angioma.— mo.  1775  is  an  example  of  this  very  rare  disease,  which  proved 

fatal  from  haemorrhage. 

4.  Fibroma. — Small  fibrous  polypi  are  not  uncommon  in  the  rectum,  especially  at 

the  upper  end  of  a  fissure.  They  probably  originate  by  fibrous  transformation 
of  internal  piles. 

1770.  A  small  adenoma  of  the  rectum,  in  section.  The  surface  is  smooth,  except 
ab  the  point  of  attachment  of  the  pedicle.  Several  small  cysts  have  been  divided 
by  the  section.  5822 

Microscopic  Structure. — The  tumour  consists  of  spaces  lined  with  columnar  epithelium  and 
lying  in  a  delicate  fibrous  stroma. 
There  is  no  history  to  the  specimen. 

1771.  A  large  villous  tumour,  somewhat  like  the  flowering  head  of  a  chrysanthemum, 
which  grew  from  the  mucous  membrane  of  the  rectum.  The  growth  is  of  a  com- 
pressed globular  form,  and  has  a  diameter  of  7  cm. ;  it  presents  a  slight  indication 
in  the  furrows  in  its  margin  of  being  composed  of  numerous  small  closely  applied 
lobes ;  the  main  part  of  the  growth  consists  of  long  leaf-like  curling  processes 
arranged  upon  a  convex  solid  base.  At  the  back  of  the  preparation  is  a  small  flat 
surface,  deeply  buried  among  the  long  processes  surrounding  it — the  severed 
pedicle  by  which  it  was  attached  to  the  mucous  membrane.  Above  the  main 
tumour  is  suspended  a  much  smaller  mass,  which  is  probably  a  portion  detached 
from  the  tumour  first  described. 

The  parts  shown  were  removed  by  Mr.  Quain  from  the  rectum  of  a  woman,  aged  67.  When 
removed  the  tumour  was  upwards  of  four  inches  in  length,  of  a  bright  red  colour,  and  covered 
with  blood  and  mucus.  It  was  fixed  to  the  rectum,  about  three  inches  above  the  anus,  by  a 
fibrous  pedicle  two  inches  broad.  ' 

1772.  A  growth  similar  to,  but  much  smaller  than,  the  preceding.  It  presents 
appearances  of  lobulation,  and  is  composed  mainly  of  long,  tufted,  closely  packed 
projections  arranged  upon  a  convex  base.    It  appears  to  have  been  attached  by 
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a  very  slender  neck  to  the  mucous  membrane,  tl.e  only  indication  of  a  pedicle 
being  on  he  back  of  the  specimen,  where  there  is  a  small  divided  surface,  a  liit  e 
to  the  left  of  Its  middle.  The  tumour  is  of  a  brownish  colour  and  ^as  verv 
vascular.  .^iJ 

4378 

It  was  removed  by  Mr  Quain  from  the  rectum  of  a  middle-aged  woman  who  had  lost  blood  per 
anum,  at  interva  s,  for  20  yeara.  The  tumour  was  protruded  at  encli  act  of  defecation  ^  it 
^as  conneded  with  the  posterior  wall  of  the  rectum  above  the  sphincter.  It  w as  p  obably 
sessile  ;  but  when  protmded  a  narrow  fold  of  n.ucous  membrane  descended  with  it  after  the 
manner  of  a  pedicle.    The  patient  made  a  good  recovery. 

1773.  A  small  villous  tumour  of  the  rectum  ;  tlie  narrow  ppdicle  by  which  it  was 
attached  to  the  mucous  membrane  of  the  rectum  is  not  recognisable.  4241 

Prom  a  woman  aged  56.  under  the  care  of  Mr.  Quuin.  She  was  in  good  health,  and  recoyered 
rapidly  after  the  operation. 

1774.  A  lobulated  villous  tumour  of  the  rectum,  8  cm.  in  its  greatest  measurement. 
The  tumour  is  of  a  dark  red  colour,  and  the  irregular  lobules  of  which  it  is 
composed  present  a  delicate  tufted  surface.  On  the  posterior  aspect  of  the 
specimems  seen  part  of  the  mucous  membrane  of  the  rectum  to  which  the  tumour 
has  a  narrow  attachment  4-5  cm.  in  length.  7831 

Microscopic  Structure.— The  solid  part  of  the  tumour  consists  of  a  delicate  fibrous  stroma 
containing  rounded  and  irregular  spaces  lined  with  a  single  layer  of  columnar  cells 

From  a  woman,  aged  59,  who  was  admitted  inio  U.  C.  H.,  under  the  care  of  Mr.  Heath  on 
July  ,5,  1897.  She  began  to  suffer  with  "piles"  eight  years  previously  ;  a  lump  sometimes 
became  prolapsed  from  the  anus,  and  later  there  was  a  slimy  discharge,  with  attacks  of 
diarrhoea.  The  tumour  was  attached  to  the  posterior  wall  of  the  rectum,  and  could  be 
drawn  completely  outside  the  anus  ;  it  was  removed  after  transfixing  and  ligaturing  the 
pedicle.  The  patient  rapidly  recovered,  and  was  discharged  on  August  6.  (Mr.  Heath's 
Casc-boo/cs,  1897,  vol.  i,  p.  377.) 

1775.  The  anterior  half  of  a  rectum,  the  section,  on  the  left  side,  having  passed 
through  an  extensive  cavernous  naevus  of  the  mucous  membrane.  The  extent  of 
the  growth  is  best  seen  on  the  cut  surface,  and  reaches  from  a  point  about  2  cm. 
above  the  anus  upwards  for  8-5  cm.,  and  extends  inwards  to  about  the  middle  of 
the  anterior  wall.  The  growth  is  limited  in  depth  by  the  muscular  coat,  and  has 
a  maximum  thickness  of  about  14  mm.  The  mucous  membrane  covering  it  is 
raised  in  two  irregular  longitudinal  columns  separated  by  a  deep  sulcus.  The 
section  of  the  growth  has  passed  through  an  irregular  ulcer  on  its  inner  surface, 
on  the  floor  of  which  are  two  velvety  patches.  Below  this  ulcer  is  a  much  smaller 
and  almost  linear  one.  On  the  diA'ided  surface  of  the  growth  a  cavernous  structure 
can,  in  parts,  be  recognised.  lu  the  neighbourhood  of  the  growth  the  raucous 
membrane  of  the  rectum  is  irregularly  folded,  and  in  the  upper  part  of  the 
specimen  are  numerous  small  follicular  ulcers.  5795 

Microscopic  Structzire. — The  tumour  is  a  cavernous  angioma. 

From  a  man,  aged  45,  who  was  admitted  into  U.  C.  H.  on  April  19,  1882.  Since  boj'hood  he 
had  ocoa-:ionally  suffered  from  slight  rectal  h.Tsmorrhage  during  attacks  of  constipation.  Eight 
months  before  admission  an  attack  of  diarrhoea,  lasting  four  or  five  days,  occurred,  with 
considerable  loss  of  blood  at  each  stool ;  this  was  followed  by  constipation,  with  occasional 
bfBmorrhage  and  frequent  desire  to  go  to  stool.  Eectal  examination  revealed  the  presence  of 
three  shallow  ulcers,  from  which  blood  continuously  oozed  ;  around  the  ulcers  the  folds  of 
mucous  membrane  presented  a  peculiar  mottling  of  a  purplish  colour.  The  hajinorrhage 
could  not  be  arrested.  The  patient  became  intensely  ana^nic,  and  death  occurred  on 
May  5.  (Barker,  Med.  Chir.  Truus.  1883,  vol.  kvi,  p.  229,  and  Mr.  Marshall's  Case-books, 
1883,  vol.  i,  p.  57.) 


Malignant  Tumotos  op  the  Rectum  and  Anits. 

Carcinoma  of  the  rectum  is  very  common,  and,  although  differing  much  in  its 
naked-eye  characters,  is  always  of  the  columnar-cell  variety  ;  carcinoma  of  the 
anus  is  much  less  common  and  is  of  the  squamous-cell  variety.    Carciuoma  may 
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oriainate  in  any  part  of  the  rectum,  but  is  especially  common  immediately  above  the 
Sino")  at  about  a  finger's  length  above  this  (1779),  and  at^the  junction  of  the 
rectum  and  sigmoid  colon  (178 L).  The  tumour  may  be  met  with  as  a  circumscribed 
nodX  growth  limited  to  one  aspect  of  the  bowel  and  ulcerated  on  the  surtace,  or  it  may 
eXnd  around  the  whole  circumference  of  the  gut.  Sometimes  the  tumour  presents 
a  villous  surface,  and  in  rare  instances  a  large  mass  of  growth  occupies  the  umen  ot 
the  bowel  The  gradual  extension  of  the  growth  into  tlie  outer  coats  ot  the  bowel 
is  followed  by  its  fixation  to  surrounding  structures,  and  if  the  growth  is  annular 
the  contraction  produces  a  stricture  of  the  gut  (1779).  Such  an  annular  growth,  con- 
stricting the  upper  part  of  the  rectum,  may  be  gradually  forced  downwards  so  as  to 
produce  a  varying  degree  of  intussusception.  By  the  continued  extension  and 
ulceration  of  the  growth  abscesses  and  fistulte  may  form  outside  the  bowel;  perfora- 
tion may  occur  into  the  peritoneal  cavity  (1777),  or  a  communication  may  be 
established  between  the  rectum  and  one  of  the  neighbouring  cavities  especially  ttie 
bladder  (1782)  or  urethra  in  the  male,  and  the  vagina  in  the  female  (1/7S). 
Secondary  deposits  in  columnar  carcinoma  of  the  rectum  are  only  common  m  the 
lymphatic  glands  and  in  the  liver.  The  parts  removed  by  operation  for  cancer 
of  the  rectum  are  shown  in  Nos.  1783  to  1788,  and  the  operations  of  inguinal  and 
lumbar  colotomy  are  illustrated  in  Nos.  1790  and  1791. 
Sarcoma  of  the  rectum  is  very  rare. 

1776.  The  lower  part  of  a  rectum,  together  with  the  bladder,  both  having  been  laid 
open.  The  lower  part  of  the  rectum  is  the  seat  of  an  extensive  ulcerated  growth, 
which  involves  its  whole  circumference  for  a  distance  of  6  cm.  The  surface  of  the 
ulcer  is  irregularly  excavated  and  nodular ;  the  lower  edge  is  formed  by  a  raised 
and  everted  border  of  infiltrated  mucous  membrane ;  the  upper  edge  of  the  ulcer  is 
nearly  transverse  and  nnich  less  raised.  The  extension  of  the  growth  has  caused 
deep  puckering  of  the  floor  of  the  recto-vesical  pouch  and  induration  beneath  the 
trigone  of  the  bladder.  5519 

Microscopic  Structure. — The  tumour  is  a  columnar  carcinoma. 

From  a  man,  aged  60,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Mr.  Heath,  Oct.  13, 
1880.  The  symptoQis  of  the  disease  were  of  fifteen  months'  duration,  and  at  the  time  of 
admission  consisted  of  aching  pain  in  the  sacral  region,  constipation,  mucous  discharge  and 
s'.ight  bleeding  from  the  rectum,  and  constant  desire  to  micturate.  Left  lumbar  colotomy 
was  performed  on  Oct.  20.  Death  occurred  on  Oct.  23.  (Mr.  Heath's  Case-books,  1880,  vol.  i,  ■ 
p.  312.) 

1777.  Tart  of  a  rectum,  together  with  the  uterus  and  vagina.  In  its  lower  part,  for 
a  distance  of  4"5  cm.,  the  whole  circumference  of  the  rectum  is  involved  in  an 
ulcerated  growth,  which  extends  downwards  to  within  2*5  cm.  of  the  anus.  The 
floor  ot  the  ulcer  is  irregular  and  trabeculated,  and  at  tlie  upper  part  the  circular 
muscular  fibres  are  cleanly  exposed.  The  upper  and  lower  borders  of  the  ulcer 
are  well  defined  and  formed  by  slightly  raised,  infiltrated,  mucous  membrane, 
which,  especially  along  the  upper  border,  has,  in  parts,  a  finely  papillary  surface. 
Above  th^  growth  are  several  small  ulcers  in  the  mucous  membrane.  Immediately 
below  the  upper  border  of  the  disease  a  perforation  marked  by  a  piece  of  glass 
rod  leads  into  the  floor  of  Douglas's  pouch,  the  peritoneum  of  which  is  coated 
with  a  thin  layer  of  exudation.  4221 

From  a  patient,  aged  45,  who  died  unexpectedly  from  peritonitis,  following  upon  the  extra- 
vasation of  fajciil  matter  into  (ho  abdominal  cavity  through  the  small  opening  close  to  the 
reflexion  of  the  peritoneum  on  the  posterior  wall  of  the  vagina. 

1778.  A  rectum,  together  with  the  uterus  and  vagina,  the  rectum  being  the  seat 
J  a  carcinoma  and  a  papilloma.  The  carcinoma  forms  a  large  irregularly  rounded 
^  ulcerated  grmvth,  surrounding  the  bowel  for  a  distance  of  9-5  cm.,  the  lower 

border  being  at  the  anus.     The  edges  of  the  ulcerated  growth  are  nodular 
raised,  and  markedly  everted  ;  the  floor  of  the  ulcer  is  hard  and  irre"ularly 
excavated,  one  hollow,  deeper  than  the  rest,  and  situated  near  the  upper  "border 
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of  the  growth,  corresponding  with  a  smooth  rounded  proiection  of  the  tumour  into 
the  posterior  wall  of  the  vagma.  Above  the  carcinoam,  and  separated  from  i  by 
at  least  2  cm  ot  hea  thy  mucous  me.nbrane,  is  a  large  papillomatous  growth  of  a 
typical  cauhfiower-hke  appearance,  and  having  a  transverse  measurement  of  nearly 
J  cm.,  and  an  almost  linear  attachment  to  the  mucous  membrane.  Half  the  rieht 
kidney  is  preserved,  and  shows  two  small  secondary  deposits  in  its  substance. 

8089 

^  JolnirX!!;  "<!ls.K'  """"  '"""f.  °f  Mr.  Raymond 

Johnson,  Aug.  29,  ISUft  ihe  symptoms  were  of  two  years'  duration,  and  consisted  of  gradual 
e^naciation,  pa.n  in  the  lelt  ihac  reg.on  extending  to  the  back  and  hips,  discharge  of  jflly  ]  ke 
ma  enal  fro.n  the  rectum,  and,  lately,  incontinence  of  fasces.  Left  inguinal  colotSmy  was 
pertor.ned  in  two  stages,  on  Aug.  30  and  Sept.  6.  The  patient  gradually  sank  and  died 
on  bept.  l,i.  Ihere  were  secondary  growths  in  both  kidneys,  but  none  were  detected  in  the 
liver  or  elsewhere.    (Mr.  Godlee's  Case-books,  1898,  vol.  i,  p.  394.) 

1779.  A  rectum,  together  with  the  bladder,  laid  open  from  the  right  side.  For 
a  distance  of  7  cm.  the  wall  of  the  bowel  is  involved  in  its  whole  circum- 
ference by  an  ulcerated  carcinoma,  the  lowest  limit  of  which  is  6  cm.  above  the 
anus.  In  the  lowest  3  cm.  of  its  extent  the  growth  has  caused  a  tight  annular 
stricture,  which,  viewed  from  below,  presents  an  irregular  ulcerated  opening,  large 
enough  to  admit  the  little  finger,  and  surrounded  by  a  hard  everted  border.  The 
bladder  is  firmly  adherent  to  the  rectum  as  high  as' the  upper  limit  of  the  disease, 
but  does  not  appear  to  be  actually  involved.  1633 

1780.  A.  rectum,  laid  open  to  display  a  carcinomatous  tumour  in  the  upper  part. 
The  growth  is  annular,  and  involves  the  bowel  for  a  distance  of  5-5  cm.,  the  lower 
border  being  9  cm.  above  the  anus.  The  inner  surface  of  the  growth  is  irregularly 
ulcerated,  the  lumen  of  the  bowel  being  greatly  narrowed,  and  the  growth  has 
extended  through  the  muscular  coat  into  the  surrounding  fat,  7494 

From  a  woman,  aged  50,  in  whom  symptoms  of  stricture  of  the  rectum  had  existed  for  about 
nine  months.    Left  inguinal  colotomy  was  performed,  and  death  occurred  seventeen  days 
later.    The  liver  weighed  7  lbs.,  and  was  infiltrated  with  secondary  deposits.    There  was 
one  diseased  lymphatic  gland  on  the  left  common  iliac  artery.    (Surg.  Eeg.  Eep.  1895,  p  74 
No.  2762.) 

1781.  The  adjacent  parts  of  a  sigmoid  colon  and  rectum,  an  annular  carcinomatous 
ulcer  being  situated  at  the  junction  of  the  two.  The  ulcer,  which  is  surrounded 
by  hard  growth  infiltrating  the  wall  of  the  bowel  and  the  surrounding  fat,  has  a 
longitudinal  extent  of  3-5  cm.  The  lower  margin  of  the  ulcer  presents  several 
irregular  polypoid  outgrowths,  one  of  which,  much  larger  than  the  rest,  is  3  cm. 
in  length  and  attached  to  the  edge  of  the  ulcer  by  a  constricted  base.  Above 
the  u[)per  border  of  the  ulcer  the  folds  of  the  mucous  membrane  are  hyper- 
trophied  and  present  several  small  rounded  projections.  6659 

From  a  man,  aged  57,  in  whom  the  symptoms  began  sixteen  months  before  his  admission  into 
U.  0.  H.,  with  diarrhoea  and  painful  deftecation ;  these  were  followed  by  abdominal  pain, 
constipation  with  passage  of  blood  and  slime,  and  gradual  loss  of  weight.  Left  inguinal 
colotomy  was  performed  in  two  stages.  Death  occurred,  on  the  24th  day,  from  suppuration 
in  the  neighbourhood  of  the  colotomy  wound  and  peritonitis.  The  left  ureter  was  obstructed 
by  the  growth,  the  pelvis  and  calyces  of  the  left  kidney  being  much  distended ;  there  were 
large  numbers  of  secondary  growths  in  the  liver  and  on  the  under  surface  of  the  diaphragm, 
and  a  deposit  of  growth  in  a  lymphatic  gland  in  the  anterior  mediastinum.  (Surg.  Reg.  Rep. 
1891,  p.  112,  No.  475.) 

1782.  A  sagittal  section  of  a  rectum  and  bladder,  showing  a  carcinoma  of  the 
rectum  which  has  extensively  involved  the  bladder  and  the  intervening  tissues. 
The  rectum  is  invaded  by  the  disease  for  a  distance  of  10  cm.,  the  lowest  limit  of 
the  ulcerated  growth  in  the  mucous  membrane  being  14  cm.  above  the  anus.  In 
the  position  of  the  disease  the  lumen  of  the  rectum  is  converted  into  an  irregular 
ulcerated  cavity,  surrounded  by  hard  solid  growth  which  has  invaded  the  sur- 
rounding parts  on  all  aspects  of  the  bowel. 
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BuVine  into  the  anterior  wall  of  the  lower  part  of  the  rectum  is  a  rounded 
luass  of  tun  our-subs  5  cm.  in  diameter,  which  is  situated  between  the  rectum 
Td  the  bladder  and  prostate;  over  the  surface  of  this  mass_  the  mucous  mem- 
brane of  the  rectum  and,  in  most  parts  the  muscular  coat  are  intact.  The  recto 
vesical  pouch  is  almost  entirely  obliterated,  and  from  the  anterior  ^all  ot  the 
rectum  the  tumour  extends  continuously  into  the  posterior  wall  of  the  bladder. 
Over  an  area  2-5  cm.  in  diameter  the  posterior  wall  of  the  bladder  is  completely 
destroyed  and  the  growth  projects  in  this  situation  as  a  solid  polypoid  mass 
completely  filling  the  cavity  of  the  bladder,  and  presenting  a  very  irregular 

shreddy  surface.  >7c-e 
A  gland  in  the  mesorectum  is  infiltrated  by  the  disease.  iooo 
Microscopic  Stnicture.-'Sh^    general    structure   of  the    tumour  is  that  of    a  columnar 
carcinoma.    In  that  part  of  the  tumour  which  projects  into  the  bladder  some  of  the  alveoli 
contain,  in  addition  to  the  columnar  cells,  nest-like  concentricaUy-mavked  bodies  which 
appear  to  be  composed  of  squamous  cells.  ^  „        -,     „  r  -n  t>- 

From  a  man  aged  45,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Dr.  Einger, 
April  8  1896.  For  12  months  he  had  suffered  from  wasting  and  diarrhoea,  the  motions  at 
limes  containing  blood  and  slime.  For  5  weeks  micturition  had  been  frequent  and  painful, 
but  no  blood  had  been  noticed  in  the  urine.  On  admission  the  patient  was  wasted  ;  about  18 
liquid  motions  containing  mucus  were  passed  daily  ;  there  were  resistance  and  tenderness  in 
the  left  iliac  fossa  and  a  swelhng  like  a  moderately  distended  bladder  to  be  felt  above  the 
pubes;  an  extensive  growth  could  be  felt  in  the  rectum.  The  patient's  weakness  increased, 
vomiting  began,  and  the  abdomen  became  distended.  Left  inguinal  colotomy  was  performed 
by  Mr.  Pollard  on  April  16 ;  death  occurred  on  April  18.  (Dr.  Einger's  Case-books,  1896, 
Mules,  p.  409.) 

1783.  A  small  piece  of  the  wall  of  the  rectum  removed  by  operation  for  a 
carcinomatous  ulcer.  The  growth,  which  is  situated  at  the  upper  part  of  the 
specimen,  is  irregularly  rounded  in  outline  and  measures  3  cm.  in  diameter.  The 
edge  of  the  ulcer  is  at  all  parts  raised  and  at  some  parts  nodular  and  overhanging. 
The  fat  on  the  outer  surface  of  the  rectum  in  the  position  of  the  disease  appears 
to  be  healthy.  7037 

From  a  woman,  aged  50,  under  the  care  of  Mr.  Grodlee  in  July  1896.  She  had  sufTered  from 
piles  fur  some  years,  the  symptoms  of  the  growth  being  of  only  fi  months'  duration.  The 
ulcer  was  situated  on  the  anterior  wall  of  the  rectum.  The  patient  died  at  the  end  of  1901 ; 
cause  of  death  nut  known. 

1784.  A  carcinoma  of  the  rectum  removed  by  operation.  The  growth  forms  an 
irregular  ulcer  4-5  cm.  in  diameter,  with  a  thickened  and  in  parts  everted  border. 
Except  at  one  edge  of  the  specimen,  where  the  tissues  have  been  torn,  the  ulcer 
is  surrounded  by  a  narrow  strip  of  apparently  healthy  membrane.  51563 

From  a  woman,  aged  58,  in  whom  there  was  a  history  of  alternating  diarrhoea  and  constipation, 
with  tenesmus,  pain,  and  ha;morrhage,  for  3  months.  The  growth  was  situated  in  theanterior 
and  right  aspects  of  the  lower  part  of  the  rectum ;  it  was  removed  with  the  cautery,  after 
dividing  the  tissues  back  to  the  cocuyx.  A  resulting  stricture  of  the  rectum  was  dilated  in  the 
following  year;  there  were  no  signs  of  recurrence.    (Surg.  Eeg.  Eep.  1881,  p.  '61,  No.  105.) 

1785.  A  carcinoma  of  the  anterior  part  of  the  rectum,  removed  by  operation.  The 
growth  has  a  maximum  diameter  of  6  cm.  ;  its  surface  is  raised,  the  central  part 
being  coarsely  w^arty  and  the  peripheral  part  formed  by  larger  polvpoid  projections 
The  growth  is  at  all  parts  surrounded  by  a  strip  of  apparently  healthy  mucotis 
membrane.  On  the  outer  aspect  of  the  bowel  the  tissues  are 'infiltrated  by  the 
growth,  and  the  lowest  part  of  the  peritoneum  of  the  recto-vesical  pouch,  together 
with  parts  of  the  vesicula)  semiaales  and  vasa  deferentia,  can  be  recognised.  7709 

P«6.  The  lower  11  cm  of  a  rectum,  removed  by  operation  for  carcinoma  and  laid 
^  open.     The  growth  forms  an  ulcer,  which  surrounds  the  bov^STTXCfept  for  a 
distance  of  15  mm. ;  it  measures  5  cm.  longitudiuallv,  and  its  lower  border  is 
2-5  cm.  above  the  anus.    The  slightly  depressed  tioor  Jf  the  ulcer  is  surrounded 
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by  a^promiuent.  raised,  and  in  parts  sinuous  border  of  infiltrated  niucous  mem- 
T7  ■,        .  8287 

i-rom  a  woman,  aged  41,  wlio  was  unrlcr  tlio  care  of  Mr.  Godbe  in  Tiino  IROO  i  i 

been  constipated  ;  the  symptoms  of  the  disease  daledTn  rA^^^^^^^ 

incou.plete  anteriorly.    The  patient  recovered  from  the  oiTraton  ^  ^'"^ 

1787.  Part  of  a  rectum  8  cm.  in  length,  together  with  the  snrroundinjr  fat 
removed  by  operation  tor  an  annular  carcinomatous  ulcer,  and  laid  open^  i^e 

ongitudnial  extent  ot  the  disease  is  4  cm.,  and  the  upper  and  lower  limits  of 
the  ulcer  are  bounded  by  infiltrated  mucous  membrane.  The  gut  is  greatly 
narrowed.  ^         °  oonn 

Prom  a  man,  aged  57.    The  symptoms  of  the  disease  were  of  5  monlbs'  duration.    The  lower 

1788.  Part  of  a  rectum,  excised  for  carcinoma  and  laid  open  posteriorly.  The  growth 
is  situated  m  the  anterior  wall  of  the  bowel  and  near  the  upper  border  of  the  part 
removed.  It  measures  6  cm.  transversely  and  5  cm.  longitudinally.  The  upper 
and  lower  borders  of  the  growth,  especially  the  latter,  are  everted  ;  but  in  the 
lateral  borders  of  the  growth  the  folds  of  the  surrounding  mucous  membrane  pass 
continuously  on  to  its  surface.  In  its  central  part  the  surface  of  the  tumour  is 
ulcerated  and  presents  a  deep  longitudinal  furrow  with  shelving  borders.  On  the 
outer  aspect  of  the  bowel  is  seen  the  lowest  part  of  the  recto-vesical  pouch  of  the 
peritoneum,  the  upper  limit  of  the  tumour  extending  4  cm.  above  the  lowest  part 
of  the  pouch.  80G6 

From  a  man,  aged  39,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Mr.  Godlee,  Feb.  II, 
1901.    He  had  been  losing  weight  for  a  year,  and  for  G  months  had  suffered  from  occasional 
haemorrhage  from  the  bowel  and  tenesmus.    The  part  of  the  rectum  preserved  in  the  specimen 
was  successfully  excised,  after  removal  of  Ihe  coccyx,  &nd  last  two  pieces  of  the  sacrum 
(Mr.  Godlee's  Case-books,  1901,  vol.  i,  p.  547.) 

\/^  1789.  The  pelvic  viscera  of  a  female,  the  lower  pare  of  the  rectum  being  the  seat 
[/^  of  a  tumour.  The  grovs^th  extends  from  the  anal  canal  upwards  for  a  distance  of 
8  cm.,  and  involves  the  whole  circumference  of  the  bowel.  The  wall  of  the  latter 
is  greatly  thickened  by  the  growth,  and  in  the  section  the  hypertropbied  muscular 
'  coat  can  be  clearly  seen  with  a  thick  layer  of  growth  external  to  it.  In  the  whole 
extent  of  the  disease  the  lumen  of  the  rectum  is  much  narrowed  and  the  inner 
surface,  which  is  entirely  devoid  of  mucous  membrane,  presents  at  the  lower  part 
several  prominent  longitudinal  columns  separated  by  deep  sulci.  The  growth  is 
limited  above  by  a  prominent,  rounded,  and  everted  border,  above  which  the 
mucous  membrane  is  healthy.  The  vagina  and  "bladder  are  healthy.  The 
peritoneum  of  Douglas's  pouch  is  thickly  coated  with  a  layer  of  inflammatory 
exudation.  5515 


1790.  The  parts  concerned  in  the  operation  of  left  lumbar  colotomy,  which  was 
performed  in  the  case  from  which  the  preceding  specimen  was  obtained.  5516 

From  a  woman,  aged  35,  who  was  admitted  into  U.  0.  H.,  under  the  care  of  Mr.  Beck,  on 
Sept.  26,  1880.  She  had  suffered  from  fistula  in  ano  for  8  years;  the  symptoms  of  carcinoiua 
of  the  bowel  had  existed  12  months.  On  admission  the  abdomen  was  distended  and  there  was 
occasional  vomiting.  Left  lumbar  colotomy  was  performed  on  Sept.  27.  Great  abdominal 
distension  persisted  and  on  several  occasions  was  relieved  by  puncturing  the  abdominal  wall 
with  a  fine  trochar  and  canula.  Death  occurred  on  Oct.  30.  The  abdominal  cavity  was 
occupied  by  a  large  cavity  containing  gas,  resulting  from  perforation  of  an  ulcer  in  the 
caecum.    (Mr.  Marshall's  Case-books,  1880,  vol.  i,  p.  290.) 

1791.  Part  of  the  abdominal  wall,  together  with  part  of  the  sigmoid  colon,  con- 
cerned in  the  operation  of  left  inguinal  colotomy.  The  proximal  part  of  the 
intestine  hes  below  the  distal  part  and  is  distinguished  from  it  by  its  larger  size. 
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At  the  artificial  anus  the  proximal  portion  of  the  bowel  has  prolapsed  and  above  it 
is  seen  the  contracted  opening  of  the  distal  portion. 
Tbe  operation  was  performed  on  a  man,  aged  (50,  in  whom  there  was  an  extensive  carcinoma  of 
the  lower  part  of  the  rectum.    (Surg.  Eeg.  Eep.  1889,  p.  /3,  No.  1J6.) 
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AtROPKT  or  THE  ThTEOID  GliAM. 

Atrophy  of  the  thyroid  gland  may  occur  as  a  senile  change,  and  is  also  met  with 
in  myxoedema  and  some  forms  of  cretinism.  In  myxcedema  the  gland  consists 
almost  entirely  of  fibrous  tissuejn  which  are  tbe  remains  of  vesicles,  willLOut_conoid 
contents  (17^3). 

1792  The  larynx  and  part  of  the  trachea,  together  with  the  thyroid  gland.  The 
thyroid  gland  is  atrophied;  the  lateral  lobes  measure  3-5  cm.  in  length  and 
14  mm.  in  breadth  at  their  lower  part.  The  lobes  are  connected  by  a  very  slender 
isthmus,  which  is  slightly  enlarged  to  the  left  of  the  middle  line.  8347 
Microscopic  Structure.— A.  section  of  the  gland  consists  almost  entirely  of  fibrous  tissue,  in 
which  are  a  few  collections  of  atrophied  vesicles,  containing  no  colloid  material.    In  some 
parts  the  glandular  epithelium  is  represented  by  small  groups  of  polygonal  cells  surrounded 
by  a  scanty  round -cell  infiltration  ;  in  other  pai-ts  a  few  vesicles  remain. 

From  a  woman,  aged  59,  who  was  admitted  into  U.  0.  H.  on  Nov.  7,  1899.  On  the 
previous  evening  she  fell  and  struck  the  left  side  of  the  head  against  a  table,  and  lay  on  the 
floor,  not  actually  unconscious,  for  2  hours  ;  on  the  following  morning  she  was  still  dazed  and 
at  2  P.M.  became  unconscious.  On  admission  she  was  still  unconscious;  the  limbs  on  the 
right  side  seemed  more  flaccid  than  on  the  left ;  breathing  laboured  ;  pulse  64  ;  body  very 
fat ;  face  pale  and  flabby,  eyelids  very  puflpy  ;  urine  solid  with  albumen.  Hot-air  baths  were 
administered  and  venesection  performed ;  death  occurred  on  the  following  day.  It  was 
stated  that  for  a  month  the  patient  had  been  very  heavy  and  sleepy  and  slow  in  her  move- 
ments. At  the  post  mortem  examination  an  extravasation  of  blood  was  found  beneath  tbe  left 
temporal  muscle  and  also  hosmorrbage  on  the  surface  of  the  left  hemisphere  and  into  the  left 
lateral  ventricle,  with  breaking  down  of  the  brain-substance  around  the  descending  cornu. 
The  left  ventricle  of  the  heart  was  greatly  hypertrophied  and  the  aorta  atheromatous;  the 
kidneys  "  looked  normal."    (Dr.  Einger's  Case-books,  1899,  Females,  p.  268.) 


1793.  The  thyroid  gland,  together  with  the  neighbouring  parts,  from  a  case  of 


\^  ^  -  - 

y  myxoedema.    The  gland  is  small,  thin,  and  fibrous-looking.  6368 

^  Microscopic  Structure. — The  stroma  is  everywhere  represented  by  dense  fibrous  tissue,  in  which 
are  scattered,  at  distances  varying  from  a  few  millimetres  to  1  cm.,  minute  foci  or  collectioua 
of  leucocytes.  The  sole  remains  of  the  gland-tissue  are  a  few  shrunken  and  degenerated 
epithelial  cells  buried  in  the  collections  of  leucocytes.  The  stroma  is  fairly  vascidar,  the 
wall  of  the  vessels  being  normal. 

From  a  man,  aged  50,  who  was  an  inmate  of  Bethlem  Hospital  under  the  care  of 
Dr.  Savage,  suffering  from  delusions  and  hallucinations  of  sight  and  hearing.  Symptoms  of 
myxcedema  had  been  noticed  for  6  months  before  the  patient's  death.  (Clin,  Soc.  Trans., 
Myxoedema  Report,  vol.  x\i,  Suppl.  Case  100.) 


GOITRE.  BRONCHOCELE. 

The  simple  chronic  enlargements  of  the  thyroid  gland  include  two  chief  forms : 
(1)  General  Enlargement ;  and  (2)  Enlargement  due  to  the  presence  of  one  or  more 
adenomatous  tumours  in  the  gland.  In  the  former  the  enlargement  afiects  the  whole 
gland  more  or  less  uniformly  and  the  usual  operative  treatment  consists  in  exiirpa- 
tion  of  part  of  the  gland  ;  in  the  latter  the  enlargement  is  often  confined  to  one 
part  of  the  gland  aud  the  eucapsided  tumoui-  can  be  removed  by  enucleation. 
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DISEASES  OF  THE  tuyhoid  gland. 

General  Enlargement  of  tue  Tiiyiioid  Gland. 

Parenchymatous  Goitre.— In  this,  the  most  common  form,  the  gland  is  more  or  less 
uniformly  and  often  considerably  enlarged.  The  normal  structure  of  tlie  gland  s 
usually  close  y  preserved,  and  thus  in  section  the  goitre  presents  a  finely  spon^ 
appearance,  due  to  tha  presence  ot  closed  vesicles  filled  with  colloid  material  (1794) 

Cystic  Goitre  is  a  modification  of  the  parenchymatous  enlargement  resulting  from 
the  conversion  of  part  ol:  the  gland-tissue  into  cysts,  which  render  the  enlargement 
less  regular  and  more  lobulated  Tl>e  cysts  contain  colloid  material  or  thin  fiuid, 
often  mixed  with  blood  (1795,  1797).  ' 

Fibrous  Goitre  results  from  the  excessive  development  of  fibrous  tissue  in  a  paren- 
chymatous enlargement.    It  is  not  common. 

The  most  common  pressure-effect  of  an  enlarged  thyroid  gland  is  upon  the  trachea 
which  IS  compressed  laterally  so  as  sometimes  to  become  scabbard-shaped  iu 
section.  ^ 

1794.  An  enlarged  thyroid  gland,  together  with  the  larynx  and  part  of  the  trachea. 
The  two  lobes  are  almost  equally  affected,  and  measure  vertically  about  9  cm., 

•  reaching  upwards  to  the  superior  cornua  of  the  thyroid  cartilage.  In  the  middle 
Jme  the  two  lobes  are  in  contact  for  a  distance  of  5  cm.  below  the  lower  border 
of  the  thyroid  cartilage  ;  in  the  upper  part  of  the  sulcus  between  the  two  lobes 
is  the  isthmus,  which  does  not  appear  to  be  enlarged.  From  the  inner  part  of 
the  upper  border  of  the  left  lobe  a  secondary  lobule,  representing  the  enlarged 
pyramid,  projects  in  front  of  the  thyroid  cartilage.  The  trachea,,  which  does  not 
appear  to  have  been  displaced  from  the  middle  line,  occupies  a  deep  sulcus 
between  the  enlarged  lobes,  and  presents  a  moderate  degree  of  lateral  compression. 
The  surface  of  the  enlarged  gland  is  slightly  lobulated,  and  a  section  of  the  left 
lobe  presents  a  fine  vesicular  structure,  the  meshes  of  which  are  filled  with 
yellowish-brown  colloid  substance.  6855 

Microscopic  Structure. — The  enlarged  gland  exactly  corresponds  in  structure  with  that  of  the 
normal  thyroid. 

From  a  woman,  aged  46,  who  died  from  carcinoma  of  the  ileo-colic  valve  and  pericaecal 
abscess,    (Mr.  Barker's  Casc-hooks,  1892,  vol.  i,  p.  334.) 

1795.  An  enlarged  and  cystic  thyroid  gland,  together  with  the  larynx  and  part 
of  the  trachea,  divided  horizontally.  The  enlargement,  which  invoL  es  the  whole 
gland,  but  the  right  lobe  more  extensively  than  the  left,  forms  an  irregularly 
quadrilateral,  lobulated  mass,  measuring  13  cm.  transversely  and  10  cm.  vertically. 
On  the  surface  of  the  section,  the  trachea  is  seen  to  be  surrounded  by  the  gland 
except  behind,  where  its  posterior  surface  is  exposed  in  a  deep  sulcus  ;  the  trachea 
itself  is  slightly  compressed  laterally.  The  cut  surface  of  the  tumour  shows  it  to 
have  throughout  a  lobulated  structure  ;  the  individual  lobules  are  mostly  rounded 
or  oval  in  outline;  the  snialkr  ones  are  composed  of  an  irregular  mesh  work 
containing  colloid  material,  whilst  some  of  the  larger  lobules,  most  noticeably  one 
in  the  anterior  part  of  the  left  lobe,  are  cystic  and  filled  with  coagulated  mucoid 
fluid.  81-^4 

Microscopic  Structure. — The  enlarged  gland  consists  of  large  vesicles  containing  colloid,  which 
in  some  of  the  spaces  is  mixed  with  altered  blood. 

From  a  woman,  aged  54,  who  died  after  the  removal  of  a  large  retroperitoneal  lipoma. 
(Dr.  Spencer's  Case-books,  1898,  Healy,  No.  2114.) 

1796.  A  slice  of  one  of  the  enlarged  lobes  of  the  thyroid  gland  from  a  case  of 
acromegaly.  The  section  presents  a  number  of  irregular  cystic  spaces  separated 
by  fibrous  septa.    No  normal  gland-tissue  can  be  recognised.  6995 

Microscopic  Structure.— Iho  gland  has  undergone  extensive  fibro-oystic  change,  but  iu  some 
parts  vesicles  containing  colloid  are  present. 
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From  a  wo,nnn,  nged  47,  who  presented  the  c']--''^^"^^!^ /•>''"Pt"™^  '^°7m) 
Death  occ-urred  in  1893  from  nsti  en.a  (Godleo,  Clm.  &oc.  Trans.  ]88b,  vol.  xxi,  p.  IJO). 
The  eulnrged  pituitai-y  body  is  preserved  iu  the  Medical  Series. 

1707  A  thyroid  ghxnd,  uniformly  incrensed  in  size  by  the  development  of  cysts 
within  it  Its  surface  is  lobulared.  The  section  (made  through  its  left  lobe) 
presents  numerous  closely  packed  cysts,  varying  from  the  smallest  size  perceptible 
to  1  cm.  in  diameter.  lii  some  cysls  the  contents  are  pale  brown  and  colloid ; 
in  the  laro-er  spaces  they  are  opaque,  white,  and  cheesy.  Between  the  two  kinds 
of  oonten°s  intermediate  stages  are  discoverable.  The  cysts  are  arranged  in 
lobules,  united  by  lines  of  fibrous  tissue.  551 
From  a  patient  who  died  of  carcinoma  of  the  uterus. 

1798.  The  right  lobe  of  a  thyroid  gland,  removed  by  operation.  The  surface  of 
the* gland,  except  where  accidentally  lacerated,  is  slightly  lobulated  and  invested 
with  a  thin  capsule.  The  section  of  the  lobe  presents  the  appearances  of  normal 
thyroid  gland-tissue,  traversed  by  well-marked  fibrous  septa ;  at  the  larger  end 
is  a  collapsed  cyst.  8001 
Microscopic  Structure.-The  structure  is  that  of  the  normal  thyroid  gland. 

From  a  girl,  aged  17,  who  hnd  suffered  from  shortness  of  breath  for  5  or  6  years  and 
swelling  of  the  neck  for  1  year.  On  admission  the  breathing  was  loud  and  stridorous, 
especially  during  sleep,  and  there  was  dyspnoea,  which  rendered  the  recumbent  position 
impossible.  There  was  enlargement  of  the  thyroid  gland,  most  marked  on  the  right  side; 
the  trachea  was  slightly  displaced  to  the  left.  The  right  lobe  was  extirpated  through  an 
incision  along  the  anterior  border  of  tiie  right  sterno-mastoid  ;  it  extended  downwards 
behind  the  sternum  and  inwards  between  the  trachea  and  oesophagus.  The  difBculty  in 
breathing  was  entirely  relieved  by  the  operation.  (Mr.  Godlee's  Case-books,  1898,  vol.  j, 
p.  156.) 

Adenom-ata  and  Cystic  Adenomata  or  the  Thyroid  Gland. 

An  adenoma  or  cystic  adenoma  of  the  thyroid  gland  occurs  as  an  encapsuled 
tumour,  which  displaces,  but  does  not  involve,  the  adjacent  gland-tissue,  from 
vhich  it  can  be  separated  by  enucleation  (1799,  1808).  An  adenoma  may  imitate  in 
its  structure  that  of  the  foetal  (1800),  or  more  commonly  the  adult,  thyroid  gland 
(1802).  In  a  cystic  adenoma  the  relative  proportion  of  the  cystic  to  the  solid 
portion  varies.  The  cystic  change  may  advance  to  such  a  degree  that  the  whole 
tumour  is  represented  by  a  single  thick-walled  cyst,  in  the  wall  of  which  remains  of 
the  adenomatous  tissue  can,  however,  usually  be  still  seen  (1811).  The  contents 
of  the  larger  cysts  are  usually  freely  mixed  with  blood,  so  that  a  section  of  the 
tumour  may  closely  resemble  that  of  an  aneurism  (1805).  The  wall  of  a  cystic 
adenoma  may  undergo  calcification  (1813). 

A  single  adenoma,  or  cystic  adenoma,  is  not  uncommonly  associated  with  some 
degree  of  general  enlargement  of  the  gland,  whilst  in  some  cases  multiple 
adenomatous  tumours  are  embedded  in  the  substance  of  a  parenchymatous  goitre 
(1809).  The  trachea  may  be  considerably  displaced  to  one  side  of  the  middle 
line  by  a  tumour  in  one  of  the  lateral  lobes,  and  some  degree  of  lateral  compression 
in  common  (1810).  An  adenoma  of  the  thyroid  sometimes  lies,  in  a  considerable 
part,  behind  the  sternum  (1808). 

1799.  An  adenoma  of  the  thyroid  gland,  bisected.  The  tumour  is  8  cm.  in  its 
longest  diameter ;  its  surface  is  smooth  and  covered  in  all  parts  by  a  fibrous 
capsule.  The  cut  surface  presents  a  dense,  bluish-white,  fibrous,  central  portion, 
surrounded  by  a  brown  translucent  tissue  composed  of  a  delicate  mesh«ork 
containing  colloid  substance.  Small  recent  hasmorrhages  are  present  in  the 
tumoiu-.  ggg^ 

Microscopic  Structure. —There  is  an  abundant  finely  fibrillated  stroma,  in  which  are  vesicles 
containing  col  oid  substance  mixed  with  altered  blood.  Small  buds  of  epithelial  cells  extend 
Ironi  the  vesicles  nito  the  surrounding  stroma. 
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sit..atecl  in  tho  right  lobe  of  tLe\  j,^kl  Zul     thoTf.  ""'f-  ,  F''*^  '"'"^''^ 

trachea  Avas  di.phu.ed  to  the  Mt  of  tbrlSrh'ne    tlif  ^^1 '^'S'^Uy  enlarged.  The 

aphonia.    The  patient  was  very  neurot  rt  fi  h"  ll  stridor  with  complete 

moved  by  enucleation.  The  aplSa  ner.^^^^^^^  f?^^  H  T  '^t'""^^-    ^'^"^  re- 

Case-books,  1900.  d.  583  )  P^r^^sted  after  the  operation.  (Mr.  Heath  and  Mr.  Pollard's 


1800.  A  large  solid  adenoma  of  the  thyroid  gland.    The  surfnoP  nf  tl..  ^ 
smooth,  Bhght  y  lobulated,  and  coveLl  v?ith  a  deUca  e  fib'^as  cansuir"  Tk' 
tumour  on  section  is  homogeneous  and  of  a  yellowisSitrcoZr 

of  wide,  thin-walled,  cap^  t^d™^:  TheTe'is'^o^^^^^^^^^^  ^  ^^"'^^  -^b- 

1801.  A  solid  ovoidal  adenoma  of  the  thyroid  gland.      The  smooth  shjrhtl,r 
obulated  surface  IS  covered  with  a  fibrous  capsule^  Except  at  the  cenL  wh^^^ 

IS  firm  and  apparently  fibrous,  the  section  of  the  tumour  is  slightly  granular  an 
presents  a  few  mmute  cysts  and  slight  discoloration  from  h^mmThag?  79?8 

"""^oS^S-^^^  -..lined  with  cnbieal 

.^»t  iS^  ^^-^^.^t^     -  -  ^^ts  :i  SrS^ 

The  swelling  extended  from  the  angle  of  the  jaw  to  the  sternum,  reacbin 'outrrds  on  ti  e 
right  side  beneath  the  sterno-mastoid,  and  on  the  lelt  side  to  the  anterfoi  bolder  ot  e 
sterno-masto.d.  The  movement  of  the  tumonr  during  deglutition  was  verrsliKht  T  e 
tumour  was  enucleated  after  reflecting  a  layer  of  connective  tissue  with  numerous  krge  veins 
from  Its  surface.    (Mr.  G-odlee's  Case-books,  1898.  vol.  i,  p.  150.)  ^ 

1802.  Part  of  an  adenoma  of  the  isthmus  of  the  thyroid  gland.  The  tumour  is 
oval  and  measures  5  cm.  in  its  longer  diameter;  the  surface  is  covered  with  a 
fabrous  capsule,  over  which  is  a  layer  of  the  gland-tissue  of  the  isthmus  On 
section  the  central  part  of  the  tumour  presents  a  fibrous  structure  ;  in  other  parts 
a  fine  meshwork  containing  colloid  substance  is  mixed  with  solid  homogeneous 
areas.  °  gg^^ 

Microscopic  Stnccture.- The  tumour  presents  the  structure  of  the  normal  thyroid  gland  except 
that  the  acini  are  smaller  than  natural.  Among  the  acini  are  solid  columns  of  cubical  cells  in 
a  soft  fibrous  stroma. 

From  a  girl,  aged  17,  in  whom  a  swelling  of  the  neck  had  been  noticed  for  9  months  and 
had  been  painted  with  iodine.  Eor  2  months  the  swelling  had  been  increasing,  and  caused 
pain  and  dyspnoea.  Tlie  tumour  reached  from  the  lower  border  of  the  thyroid  carlila^e 
nearly  to  the  sternum  ;  it  moved  with  the  larynx.  It  was  removed  together  with  the  isthmus 
after  ligaturing  the  narrow  bands  of  thyroid  tissue  which  united  the  latter  with  the  lateral 
lobes.    (Mr.  iieck's  Case-books,  1891,  vol.  i,  p.  113.) 

1803.  A  small  adenoma  of  the  thyroid  gland.    Its  substance  is  gelatinous,  and  its 
surface  smooth  and  covered  with  a  delicate  fibrous  tissue.  8115 

Microscopic  Structure. — The  colloid  substance  is  abundant  and  the  epithelial  lining  of  the 
vesicles  flattened. 

1804.  A  small  piece  of  a  thyroid  gland,  divided  through  the  centre  of  an  adenoma 
which  is  embedded  in  its  substance.  The  yellow  substance  of  the  tumour  is 
surrounded  by  a  white  fibrous  capsule.  8929 

Microscopic  Structure. — The  tumour  is  surrounded  with  a  tliiclc  fibrous  capsule,  and  is  composed 
of  small  vesicles,  ouly  a  few  of  which  contain  any  colloid  substiince. 

1805.  A  cystic  adenoma  of  the  thyroid  gland,  in  section.  The  tumour  measures 
9  cm,  iu  its  longest  diameter.  It  is  slightly  lobulated  and  surrounded  at  all  parts 
by  a  thick  fibrous  capsule. 


1 


ADENOMATA  AND  CTSTIC  ADENOMATA  OF  THE  TUYROlU  GLAND.  193 

The  central  part  of  the  tumour  is  occupied  by  a  large  cavity  filled  with  partly 
decolorised  blood-clot,  the  outer  layers  of  which  are  indistinctly  aminated.  ihis 
cavity  is  surrounded  by  an  incomplete  fibrous  wall,  which,  at  the  upper  part  ot 
one  of  the  sections,  is  calcified.     Between  the  wall  of  the  central  cyst  and  ttie 
fibrous  capsule  of  the  tumour  is  an  irregular  layer  of  solid  growth,  which  m  one 
of  the  sections  has  a  maximum  thickness  of  16  mm.  o5-b 
Microscopic  Structure.— Ihe  solid  tissue  surrounding  the  central  cyst  consists  of  small  colloid- 
containing  vesicles  which  in  most  parts  are  widely  separated  by  dense  hyaline  fibrous  tissue. 
The  tumour  was  removed  by  enucleation. 

1806  An  adenoma  of  the  thyroid  gland,  in  section.    It  is  completely  encapsuled, 
and  the  cut  surface  presents  a  fine  spongy  structure  containing  colloid  substance, 
and  freely  intersected  with  cleft-like  spaces. 
Microscopic  Struoture.-The  vesicles  vary  much  in  size,  but  all  contain  colloid     Some  of  the 
largest  spaces  are  cleft-like.     Many  of  the  spaces  are  very  small  and  are  ahnost  filled  by 

the  epithelial  lining.  ii.-i.ju 

From  a  woman,  aged  25,  in  whom  a  swelling  of  the  neck  of  one  year  s  duration  had  been 
treated  with  iodine.  There  had  been  shortness  of  breath  for  a  few  months.  A  tumour,  as 
large  as  a  hen's  egg,  occupied  the  position  of  the  left  lobe  of  the  thyroid  gland  ;  the  right 
lobe  was  slightly  enlarged.  The  tumour  was  removed  by  enucleation.  (Mr.  Godlee's 
Case-books,  1898,  vol.  i,  p.  154.) 

1807.  A  small  cystic  adenoma  of  the  thyroid  gland.    The  wall  of  the  cyst  is  thick, 
and  presents  a'few  colloid  vesicles  in  its  inner  layers.  8092 

Microscopic  Structure. — A  section  of  the  wall  of  the  cyst  shows  vesicles  containing  colloid, 
lying  in  a  lamiuated  richly  cellular  fibrous  tissue. 

1808.  The  left  lobe  of  a  thyroid  gland,  together  with  a  large  adenoma,  attached 
to  its  lower  and  inner  part.  The  enlarged  lobe  is  8  cm.  in  length,  and  presents 
a  lobulated  surface,  on  the  posterior  and  inner  aspect  of  which  is  a  shallow 
vertical  sulcus,  corresponding  with  the  position  of  the  larynx  and  trachea.  The 
adenoma  is  oval  in  shape,  the  lower  end  being  the  larger,  and  has  a  vertical 
measurement  of  6  cm.  The  tumour  is  only  loosely  attached  to  the  enlarged  lobe 
by  connective  tissue.  i  740 

From  a  man,  aged  about  52,  who  was  under  the  care  of  Sir  Victor  Horsley.  The  adenomatous 
tumour  extended  downwards  behind  the  Rterniim  and  caused  dyspnoea  by  its  pressure  on  the 
antero-lateral  wall  of  the  trachea.  The  left  lobe  with  the  tumour  attached  to  it  was 
successfully  removed  by  operation. 

1809.  Several  encapsuled  adenomata,  removed  by  operation  from  a  thyroid  gland. 
A  section  has  been  made  of  the  largest  tumour,  which  measures  4-5  cm.  in  its 
longest  diameter  ;  the  tumour  is  divided  into  lobules  and  consists  of  a  fine  mesh- 
work  containing  colloid  substance  ;  one  or  two  small  cysts  and  a  minute  calcareous 
deposit  are  exposed  on  the  surface  of  the  section.  7607 

From  a  woman,  aged  40,  who  was  admitted  into  U.  0.  H.  on  account  of  shortness  of  breath 
and  pain  in  both  sides  of  the  neck,  extending  to  the  ears.  The  swelling  of  the  neck  had  not 
been  observed,  and  the  patient  had  been  treated  for  asthma.  The  whole  thyroid  gland  was 
enlarged,  but  especially  tlie  left  lube.  The  tumoiu's  preserved  in  the  specimen  were  enucleated 
from  the  left  lobe  and  isthmus.    (Surg.  Eeg.  Eep.  1896,  p.  86,  No.  950.) 

1810.  A  tongue,  larynx,  and  parts  of  the  trachea  and  oesophagus,  together  with  the 
thyroid  gland,  the  right  lobe  of  which  is  the  seat  of  a  large  cystic  adenoma.  The 
left  lobe  of  the  thyroid  gland  is  slightly  enlarged.  The  tiimour  of  the  right  lobe 
is  oval  in  shape,  and  measures  9  cm.  in  its  longer,  vertical  diameter.  The  section 
of  the  tumour  displays  a  dense  fibrous  cyst- wall,  about  4  mm.  in  thickness, 
enclosing  an  irregularly  laminated  substance,  varying  in  colour  from  pale  yellow' 
to  deep  brown,  and  probably  composed  almost  entirely  of  altered  blood.  The 
glandular  tissue  of  the  right  lobe  is  flattened  out  on  the  inner  and  anterior  aspects 
of  the  tumour.    The  trachea  and  oesophagus  are  displaced  to  the  left  and  curve 
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...Cher  h.d  a  .i,„.,.r  u,„„„.    pj';.  it^Zl  ^^i'.SriL'lU'TsSi:;^  Al)  '"'"«■'■• 

18H  A  large  cystic  adenoma  of  the  thyroid  gland  in  secHnn    Tl,,.  a  ysu 
wM  of  the  cyst  has  a  maximum  thiek/oss  of  7  mm    Itn^'t  t™" 
o  the  specimen  a  thick  layer  of  adenomatous  tissueTs'  prte,  t  on  tC™ T'' 

completely  ..le.  -h  h^^n^^t^iri';;  "^^^^^^^^ 

From  a  woman  aged  21,  under  the  care  of  Wr.  St.onbam     A  tumonr      ih.         u  ^  u 

subsequently  removed  by  operation  tumour  occurred.    The  cy.t  was 

The  patient  was  quite  well  4  years  later. 

1812.  The  larynx  and  trachea  of  a  child,  together  with  the  thyroid  gland  in 
connection  with  the  isthmus  o£  which  is  a  solid  tumour,  5-5  cm.  in  i ts  tSnsv;r^e 
diameter.    The  umour  hes  exactly  in  the  middle  line,  iA  front  of  t^^arynx  and 

he  upper  part  oi  the  trachea.  The  lobes  of  the  thyroid  gland  are  conne7ed  wTth 
the  sides  ot  the  tumour  and  appear  to  be  continued  into  a  layer  of  gland-tirsue 
on  Its  upper  surface.  The  tumour,  as  exhibited  by  the  sectioi,  is  composed  of  a 
central,  greyish,  semitranslucent  substance  and  of  a  peripheral  portion,  which  is 
opaque  and  of  a  deep  yellow  colour.  ^         '  4037 

mcroscopic   Strncture^-The  condition  of   the    specimen  renders  microscopic  examination 

a^nTlTrutTny  c':tdTubsL"cr^^  ^""^^^^^  °^  ^'^'^  ^"^^  ^^^^  spherdLTS 

1813.  A  calcified  cyst  of  the  thyroid  gland,  divided  and  dried.    It  is  23  mm  in 

diameter,  and  the  calcified  wall  has  a  maximum  thickness  of  about  2  mm     In  one 
situation  the  cyst  is  markedly  flattened  by  the  presence  of  a  second  similar  cyst 
which  has  not  been  opened.  2557 
From  the  dissecting-room. 

1814.  A  larynx  and  trachea,  together  with  the  thyroid  gland,  in  connection  with  the 
left  lobe  of  which  is  a  cystic  adenoma.  The  isthmus  of  .the  gland  is  normal,  and 
the  right  lobe,  which  is  somewhat  elongated,  lies  along  the  side  of  the  trachea  as 
low  as  the  eleventh  ring.  The  upper  border  of  the  left  lobe  is  on  a  level  with  the 
orico-thyroid  space  and  in  its  lower  part  the  cystic  adenomn,  which  has  been  laid 
open,  forms  a  large  rounded  tumour,  which  reaches  downwards  to  the  level  of  the 
bifurcation  of  the  trachea.  The  wall  of  the  cystic  tumour  is  in  part  calcified  and 
into  its  interior  irregular  masses  of  tumour-substance  project.  The  trachea  is 
slightly  displaced  to  the  right,  aud  in  its  upper  part  presents  A^ell-marked 
lateral  compression.  3653 

From  a  man,  who  was  admitted  into  U.  C.  H.  for  stone  in  the  bladder ;  no  operation  wns 
performed.  Death  was  caused  by  asphyxia  from  pressure  on  the  trachea,  a  sudden  increase 
la  the  size  of  the  tumour  having  resulted  from  extensive  htemorrhage  into  it. 

1815.  The  larynx  and  part  of  the  trachea  of  an  infant,  together  with  three  solid 
tumours  attached  to  the  upper  part  of  the  trachea  in  the  situation  of  the  thyroid 
gland.  The  largest  tumour,  which  lies  on  the  right  side,  is  attached  to  the  front 
of  the  trachea  by  a  stout  fibrous  cord  1  cm.  in  length  ;  it  is  ovoidal  in  shape, 
12  cm.  in  length,  aud  divided  on  its  surface  into  large  lobules.    On  the  left  side  a 
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smaller  oval  hmonr,  8  cm.  in  length,  is  attached  to  the  trachea  by  a  slender 
SSrous  pedicle  2  5  cm.  in  length.  Between  these  two  tumours  and  attached  to 
the  fronTo  he  trachea  at  the  same  level  is  a  third  much  smaller  one,  4  cm  m 
its  Greatest  diameter.  Each  tumour  is  covered  with  a  thin  fibrous  capsule  On 
section  the  smallest  tumour  is  fleshy  and  presents  a  more  fibrous  central  part  with 
faint  radial  striation  around.  The  two  larger  tumours  present  on  section  a  similar 
structure,  except  that  cysts  are  present,  the  largest  measuring  2-5  cm.  m  dmmeter. 
In  Ts  upper  part  the  trachea  is  almost  completely  flattened  by  lateral  com- 
pression. 

Microscovic  Structure -Th^  tnmour  consists  of  very  irregular  alveoli  filled  with  small  spheroidal 
cX  TttSrsected  by  dense  fibrous  septa,  in  parts  of  which  calcification  has  occurred. 
There  is  no  colloid  substance. 


Exophthalmic  Goitkb. 

The  enlargement  of  the  thyroid  gland  found  in  Graves's  disease  is  usually 
uniform  and  moderate  in  degree.  The  gland  is  of  fleshy  consistence  and  on 
section  presents  a  solid,  more  or  less  homogeneous  appearance,  the  usual  vesu-ular 
structure  of  an  ordinary  goitre  being  either  absent  or  but  httle  marked  (IS lb). 
Microscopically  the  gland  diff'ers  from  an  ordinary  goitre  in  that  the  ordinary 
vesicles  are  replaced  by  irregular  alveoli  lined  with  an  exuberant,  and  oL'tun 
columnar  shaped  epithelium.    These  alveoli  contain  no  colloid  substance. 

Enlargement  of  the  thymus  gland  is  almost  constantly  present  (1816). 


,16.  The  thyroid  and  thj'mus  glands,  together  with  the  heart  and  large  vessels 
and' the  larynx  and  trachea,  from  a  case  of  Graves's  disease.  The  thyroid  gland  is 
considerably  enlarged  ;  both  lobes  rise  to  the  level  of  the  upper  border  of  the 
thyroid  cartilage ;  in  a  vertical  direction  the  right  lobe  measures  8  cm.  and  the 
left  lobe  7  cm.,  the  two  lobes  being  united  by  a  short  isthmus.  Posteriorly  the 
two  lobes  meet  in  the  middle  line,  the  trachea  and  oesophagns,  both  laterally 
compressed,  lying  in  the  sulcus  between  them.  The  surface  of  the  gland  is  ^ery 
slightly  lobulated ;  the  consistence  is  uniformly  fleshy,  and  the  substance  of  the 
gland,  as  displayed  by  a  section  of  the  left  lobe,  is  divided  into  small  irregular  areas 
by  delicate  fibrous  septa,  some  of  the  areas  being  solid  and  homogeneous,  but 
others  minutely  vesicular ;  no  colloid  substance  can  be  seen  with  the  naked  eye. 

The  thymus  gland  is  uniformly  enlarged ;  it  reaches  above  to  the  lower  border 
of  the  thyroid  gland  and  below  overlaps  the  anterior  surface  of  the  heart,  having 
a  vertical  measurement  of  10'5  cm. 

The  heart  is  not  hypertrophied,  and  the  thyroid  arteries  are  of  normal 
size.  7022 

Microscopic  Structure. — In  some  parts  the  gland  consists  of  vesicles  containing  colloid 
substance;  the  latter  is  extensively  vacuolated,  and  the  cells  lining  the  vesicles  are  m^re 

.  columnar  than  natural.  In  most  parts  the  vesicles  are  replaced  by  large  irregular  alveoli, 
into  which  distinct  papillary  outgrowths  of  the  wall  project;  the  spaces  are  lined  wiih 
cubical  epithelium,  which  in  some  spaces  has  proliferated  so  that  the  lumen  is  completely 
filled  with  a  mass  of  spl.eroidal  cells. 

The  enlarged  thymus  retains  its  normal  structure. 

From  a  girl,  aged  14,  who  was  admitted  into  U.  C.  H.,  under  the  care  of  Dr.  Bradford, 
Sept.  3,  1893.  Swelling  of  the  neck  was  first  noticed  in  Jan.  1892,  and  prominence  of  the 
eyes  in  July  1893.  There  had  been  frequent  attacks  of  rapid  action  of  the  heart.  The 
enlargement  of  the  thyroid  gland,  exophthalmos  and  exaggerated  pulsation  of  the  vessels  of 
the  neck,  were  well  marked.  Temperature  normal;  pulse  116-136;  respiration  20-l!6. 
On  Sept.  28  the  pulse  was  172,  and  breathing  very  laboured.  Death  occurred  suddenly  from 
heart  failure  on  Sept.  29.    (Dr.  Ringer's  Case-books,  Females,  1893,  p.  711.) 

1817.  The  thyroid  and  thymus  glands,  together  with  the  larynx  and  part  of  the 
trachea,  from  a  case  of  Graves's  disease.  The  thyroid  gland  is  slightly  enlarged, 
the  lateral  lobes  having  a  vertical  measurement  of  5-5  cm.    From  the  upper 
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border  of  the  left  part  of  the  isthmus  an  enlarged  pyramidal  lobe  proiects  upwards 

"r  ^'        'iV^        '^^''''^  cartitgel'  The  surfac J  of^  the  Xd 

shghtly  obulated  and  Its  cousistence  is  unifonuly  firm.  A  section  of  the  le  t 
lobe  displays  a  solid  yellowish  substance,  with  at  one  spot  a  small  brownish  area 
Mith  a  minutely  vesic-ular  structure. 

The  enlarged  thymus  gland  is  10  cm.  in  length.  74g0 
ilf/crosoo^/c  «r«c^«r«  -The  gland  presents  two  distinct  types  of  structure.  In  some  parts  there 

f.«vfrth«frf  """"^  °f  ^"  Pn'-encl,ymatous  goitre.^  Jnoth  r 

parts  the  lobules  are  composed  of  irregular  acini,  the  epithelium  lining  which  has  proli  crated 
so  as  ui  son.e  of  the  spaces  completely  to  fill  the  lumen  ;  the  irregukr  shape  of  the    aces  is 
partly  due  to  convolution  of  the  walls  ;  the  spaces  contain  no  colloid.  ^ 
The  thymus  retains  its  normal  structure. 

From  a  woman,  aged  22,  Avho  was  admitted  into  U.  O.  H.  Oct.  15,  1890.    The  symptoms 
,    began  with  palpitation  2  months  before  admission ;  for  6  weeks  there  had  been  swelling  of  the 
neck  and  prominence  of  the  eyes.    The  pulse-rate  rose  from  130  to  210-  headache  was  a 
prominent  symptom.    On  Oct.  2-1  vomitinp  began,  and  remained  a  constant  symptom  until 
the  patients  death  on  Dec.  5.    (Dr.  liubertss  Case-books,  1896,  Females,  p.  174.) 

enlarged  thyroid  gland,  together  with  the  larynx  and  part  of  the  trachea, 
divided  longitudinally.  The  enlargement  involves  the  whole  gland,  but  the  left 
lobe  IS  larger  than  the  right.  The  trachea,  which,  except  posteriorly,  is  closely 
surrounded  by  the  gland,  is  slightly  compressed  laterally.  The  section  of  the 
gland  displays  a  homogeneous  solid  substance,  divided  into  small  irregular  lobules, 
and  a  few  small  cysts  containing  coagulated  mucoid  fluid,  the  largest  situated  on 
the  surface  of  the  right  lobe.  7787 

Mu-roscofic  Structure.— The  gland  consists  of  small  alveoli,  separated  only  by  slender  fibrous 
septa.    The  alveoli  are  lined  by  epithelium,  which  in  some  of  the  spaces  forms  a  single  layer 
of  cubical  or  columnar  cells,  and  in  others  completely  fills  the  lumen.     In  only  very  few  of 
the  spaces  is  any  colloid  substance  present. 
From  a  case  of  Grraves's  disease. 


Malignant  Disease  of  the  Thteoid  Gland. 

Carcinoma,  usually  of  the  spheroidal-cell  variety,  and  Sarcoma,  especially  round- 
cell,  occasionally  occur  in  the  thyroid  gland  and  most  commonly  arise  in  a  gland  which 
is  akeady  the  seat  of  a  simple  goitre.  The  disease,  at  an  early  stage, teiTdsfb  invade 
fEe  structures  outside  the  capsule  of  the  gland.  Thus  the  tumour  may  invade  the 
wall  of  the  trachea  (1820),  and  may  cause  compression  of  the  oesophagus  and  paralysis 
of  the  recurrent  laryngeal  and  syuipafhttic  nerves.  Glandular  enlargement  may  be  a 
prominent  symptom  in  both  forms  of  malignant  disease,  but  is  inconstant  (1819). 

In  one  rare  variety  of  carcinoma  of  the  thyroid  gland,  pulsating  secondary  tumours 
occur,  especially  in  the  bones,  which  in  their  structure  closely  resemble  that  of  the 
normal  gland. 

1819.  A  thyroid  gland,  which  is  the  seat  of  a  carcinoma.  The  main  mass  of  the 
tumour  has  grown  from  the  right  lobe  and  forms  a  rounded  mass  12-5  cm.  in  ils 
longer,  vertical  diameter.  This  part  of  the  tumour  is  invested  by  a  fibrous 
capsule,  through  which,  in  places,  the  growth  is  protruding;  the  latter  on  section 
consists  of  a  soft  granular  substance  intersected  by  fibrous  septa.  On  the 
inner  aspect  of  the  tumour  is  a  deep  vertical  sulcus,  in  which  lies  a  separate 
lobule,  9  cm.  in  length  ;  this  presents  on  section,  in  parts,  a  cystic  structure  and 
probably  represents  the  enlarged  right  lobe  of  the  thyroid  gland,  in  which  the 
disease  originated.  The  isthmus  remains  as  a  fibrous  cord  4  cm.  in  length, 
connected  with  the  lower  end  of  the  tumour  above  described ;  in  this  cord  is  a 
solid  nodule,  as  large  as  a  filbert  nut,  which  in  section  presents  a  granuLir 
appearance,  unlike  that  of  normal  thyroid  tissue.  The  left  lobe  is  represented  by 
an  irregularly  pyramidal  and  slightly  lobulated  mass,  6'5  cm.  in  length  ;  in  section 
this  lobe  is  soft  and  granular  and  the  seat  of  extensive  luTuiorrhage.  7379 
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^  From  a  man,  aged  43,  in  whom  a  ^^y^l  ng  m  tl  e  ngjt  s^^^^^^  ^-^^  another 

for  11  yeavs.  During  the  last  12  months  the  mnour  hnd  S^^^^^^^^  ^^^^^^  the  tumour 
swelling  formed  behind  it.    On  admission  lu  o  U.  J-  H- >  ^^^^  „f  ^he  obule  of  the 

of  the  right  lobe  of  the  thyroid  gland  >-r'\lXof  the  clavide  'it  mSved  with  the  larynx 
ear,  and  downwards  to  within  a  ^"g^l-  ^^'-f^"^  °L left  of  the  middle  line. 
duHng  deglutition  ;  the  trachea  was  d'splacecl  nearly  3  m^  In  he  right  posterior  triangle 
The  slightly  enlarged  left  lobe  of  the  sl«"^^^^Xn^  frZ  the  ear  to  the  clavicle  and  separated 
was  a  lobulated  mass  of  enlarged  glands  "achmg  from  tUe  ear  ^  considerable 
by  a  distinct  sulcus  from  the  thyroid  tumour  Itself     Ib^^^^  ^.^^^ 

i^^^^^^::^SciSK^.:^:£^^^^^  ^i^o^Wd  and  died  a 

weeks  later.    (Surg.  Eeg.  Eep.  1889,  p.  48,  No.  538.) 

1820.  A  thpoid  gland,  together  w^yl-e^l^^^^^^^^^^ 

Td  n^Pul^L ti'c  nerv^of  the  right  side  lie  embedded  in  its  outer  surface.  The 
'^i^a^Tn^e  t^^^^^^^  -  almost  lost  in  the  mass  o£  the  tumour 

Posteriorly  the  growth  has  extended  between  the  mncons  membrane  of  the 
SSynx  Id  the  back  of  the  cricoid  cartilage,  and  partia  ly  surrounds  the  upper 
nart  of^he  lophagus.    The  growth  has  extended  also  below  the  cricoid  cartilage 
for  some  disunce  upon  the  trLhen,  and  has  spread  into  the  a.r-passages  ;  in  the 
ast  situation  it  has  destroyed  an  oval  area  of  the  inucous  membrane  and  is  itself 
deep  y  ulcerated,  portions  of  the  cricoid  cartilage  and  first  two  rmgs  of  the  trachea 
lyTng  bare  at  the  bottom  of  the  ulcer.     The  growth  is  intimately  adherent  to  the 
parti  around  it.    The  tumour,  as  displayed  by  the  section,  consists  of  a  firm 
Sreyish,  semitransparent  basis,  i^ervading  which  is  a  network  of  opaque  yellowish 
or  white  material.    In  the  lower  part  of  the  section  is  an  irregularly  oval  area,  m 
which  the  two  substances  are  less  uniformly  mingled.   The  left  lobe  of  the  thyroid 
gland  is  enlarged,  but  does  not  appear  to  be  the  seat  of  new  growth.  IbUS 
Microscopic  Structure.-The  condition  of  the   specimen  renders  microscopic  examlnatioa 
unsatisfactory,  but  the  tumour  is  probably  a  spheroidal-cell  carcinoma. 

1821  A  carcinoma  of  the  thyroid  gland,  together  with  the  pharynx  and  trachea. 
The  tumour  forms  a  somewhat  flattened  quadrilateral  mass,  11  cm.  in  vertical,  and 
9-5  cm  in  transverse  measurement.  The  surface  of  the  tumonr  is  smooth  and 
invested  at  all  parts  with  a  fibrous  capsule.  The  lower  border  of  the  tumour 
is  thick  and  rounded,  and  above  this  the  anterior  surface  presents  a  shallow 
depression,  probably  corresponding  with  the  level  of  the  upper  border  of  the 
manubrium.  The  tilmour  lies  exactly  in  the  middle  hne  and  does  not  reach  higher 
than  the  natural  level  of  the  isthmus,  from  which  it  appears  to  have  grown. 
Projecting  above  the  tumour  are  the  lobes  of  the  thyroid  gland,  the  right  lobe 
being  only  partly  present.  The  left  lobe  presents  no  general  enlargement,  but 
connected  with  its  antero-external  aspect  is  a  cystic  adenoma,  4  cm.  in  its  largest; 
diameter.  The  posterior  surface  of  the  tumour  presents  a  shallow  vertical  furrow, 
in  which  lies  the  trachea,  the  latter  presenting  well-marked  antero-posterior 
flattening.  The  substance  of  the  tumour,  as  displayed  by  the  section,  is  soft, 
friable,  and  blood-stained,  and  the  cut  surface  is  indistinctly  divided  into  rounded 
areas  On  the  right  side  of  the  lower  end  of  the  trachea  is  a  calcareous  lymphatic 
gland.  8919 
Microscopic  Structure. — The  tumour  consists  of  large  alveoli  filled  with  richly  protoplasmic 
epithelial  cells,  the  distinction  between  the  individual  cells  being  ill-defined.  The  alveoli  aro 
separated  by  delicate  strands  of  fibrous  tissue  and  abundant  blood-vessels.  The  secondary 
growth  in  the  rib  has  a  similar  structure,  but  is  not  nearly  so  vascular. 

From  a  woman,  aged  39,  who  had  suffered  from  an  enlargement  of  the  thyroid  gland  for 
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several  years.    On  admission  into  U.  C.  H.  in  1902  Rflmndnrir 

sternum  and  ribs;  the  patient  was  parTial  J  plpleT  and  dLd  tT'' f  f "] 
asphjxia.    There  wore  also  secondary  LpoHits^u^iXS  "  ''"^"^ 

J  he  secondary  growth  m  the  sternum  (No.  749  A)  rib  ^749  T!^  7r,Vl  1„  „ 
the  Museum.    (Sir  Victor  Horsleys  Case-boo/J,  1902  Watson,  No.  223.)  ^  ^""'''"'^ 

1822.  A  large  sarcoma  of  the  thyroid  gland,  togelher  with  the  tongue  and  other 
adjacent  parts,  a  sagittal  section  of  the  tumou?  having  been  made  to  thTriaht  of 
LtS;  f     i^'"'  ^^^^^'^^^  "^^^^  l^^es,  the  nght  o   ih  ?h  the 

thpt?t  ^h  ^T.^^'t'  the  left  refains  the  shape  of 

the  left  lobe  o  the  thyroid  gland.  The  surface  of  the  tumour  is  lobulated^  In 
iront  the  left  omohyoid  lies  on  the  surface  of  the  tumour,  whilst  the  right 
M^th  r  Th  «t-'-thyroid  muscles' are  ineorporXd 

Mith  It  ihe  upper  extremity  ot  the  tumour  reaches  to  the  upper  border  of  the 
thyroid  cartilage,  with  which  it  is  intimately  connected.  The  larynx  is  tilted 
towards  the  left,  and  to  the  right  of  the  middle  line  the  tumour  has  extended  into 
Its  interior  as  an  irregular  ulcerated  surface.  The  trachea  is  compressed  laterally 
between  the  two  lobes  ot  the  tumour,  which,  before  the  parts  were  displaced, 
near  y  met  behind  it.  The  upper  end  of  the  oesophagus  is  displaced  to  the  left 
and  the  right  lobe  of  the  tumour  bulges,  prominently  into  it.  The  lower  extremity 
ot  the  tumour  reaches  to  within  a  finger's  breadth  of  the  arch  of  the  aorta  and 
partly  surrounds  the  innominate  artery.  The  substance  of  the  tumour  as  displayed 
by  the  section  is  for  the  most  part  uniform,  and  intersected  by  lines  of  white 
hbrous  tissue;  part  of  the  right  lobe  is  extensively  broken  down,  probably  by 
hasmorrhage.  •' 

Microscopic  Structure.-The  tumour-cells,  which  are  mostly  of  spindle-shape  and  sometimes  of 
large  size,  are  mixed  with  a  few  large,  rounded  ceUs,  some  of  which  are  multi-nucleated  The 
stroma  is  abundant  and  fibrillated. 

From  a  woman  aged  52,  who  was  admitted  June  13,  1879,  into  TJ.  0.  H.,  under  the 
care  of  Mr.  Heath.  In  the  preceding  January  a  tumour  was  first  noticed  in  the  right 
side  ot  the  neck ;  it  slowly  increased  in  size,  but  was  painless.  On  admission  there  was 
a  large  tumour  of  the  neck,  affecting  chiefly  the  right  side.  It  reached  on  that  side  as  far 
back  as  the  trapezius,  while  on  the  left  side  it  only  extended  to  the  posterior  edge  of  the 
sterno-mastoid.  Above,  it  reached  to  the  angle  of  the  jaw  on  each  side,  and  to  the  byoid  bone 
in  the  middle  line.  Below,  on  the  right  side,  it  reached  to  the  root  of  the  neck,  filling  the 
posterior  triangle,  and  overlapping  the  clavicle  to  such  an  extent  as  to  reach  to  the  level  of  the 
second  rib,  from  which  point  a  process  extended  across  the  middle  line  to  the  opposite 
clavicular  region.  The  skin  was  stretched  and  discoloured,  and  the  superficial  veins  distended. 
The  tumour  was  nodular,  with  irregular  but  defined  edges,  eliistic,  but  not  fluctuating.  Both 
external  jugular  veins  coursed  over  the  swelling  ;  the  left,  was  dilated.  The  left  sterno-mastoid 
could  be  traced  over  the  tumour;  the  right  could  not  be  recognised.  There  was  no  actual 
pain,  but  the  movement  of  the  head,  deglutition,  and  swallowing  were  much  interfered  with. 
The  tumour  moved  up  and  down  during  deglutition.  With  the  laryngoscope  the  larynx  was 
seen  to  be  displaced  to  the  left.  The  right  vocal  cord  was  not  paralysed  ;  the  left  could  not 
be  seen.  The  voice  was  completely  lost,  and  there  was  abundant  watery  expectoration. 
There  was  no  exophthalmos.    The  heart  was  healthy.    Temperature  99° ;  pulse  96. 

No  treatment  was  adopted,  and  the  patient  died  rather  suddenly  ten  days  after 
admission. 

There  were  several  secondary  growths  in  the  lung. 


1823.  Three  horizontal  sections  of  a  carcinoma  of  the  thyroid  gland.  The  tumour 
involves  chiefly  the  right  lobe  of  the  gland,  and  in  this  situation  forms  a  rounded 
maps  nearly  6  cm.  in  diameter.  In  the  upper  section  an  extension  from  the 
right  border  of  the  tumour  nearly  surrounds  the  carotid  artery.  The  section  of 
the  left  lobe  displays  a  mixture  of  tumour-substance  and  thyroid  gland-tissue,  the 
distinction  between  the  white  growth  and  the  yellowish-brown,  vesicular  gland- 
tissue  being  very  clear.  The  lateral  parts  of  the  tumour  are  connected  in  front 
of  the  trachea  by  the  isthmus  of  the  gland,  which  is  iutillrated  with  growth,  and 
in  the  lowest  section  has  a  thickness  of  1  cm.  The  trachea  is  laterally  compressed, 
the  posterior  extremities  of  its  cartilaginous  rings  lying  nearly  in  contact.  The 
oesophagus  is  greatly  compressed  ;  in  the  lowest  section  it  lies  in  a  deep  furrow 
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between  the  two  p.ojec«„g,obe,  o^^^^^^^^^^^ 

embedded  in  the  right  lobe  of  the  growth. 

"'SSi'kTL%''ZZrS;>,  tu„»„  ™.  ot  ,.pia  growth  and  .t  6r.t  thought  .0  h. 
inflammatory. 

mUEIES  OF  THE  AIE-PASSAGES. 

WOUN-DS  OF  THE  AlR-PASSAGES,  CuT-THEOAT. 

la  this  section  are  classed,  for  the  sake  of  convenience,  aU  «Pf '"^^  i'J^^.f^f;?! 
woands  of  the  throat,  whether  penetrating  the  air-passages  or  not  Wounds  of  the 
Throat  are  divided  according  to  their  situation  from  above  downwards.  Wounds  above 
Zhvoidhoxxe  are  rare  ;  they  implicate  the  root  of  the  tongue,  and  seldom  penetrate. 
WoZti^Z  Zilo-hyord  space  are  common  (1824, 1825)  ;  they  frequently  penetrate 
and  wound  the  epiglottis,  separating  it  more  or  less  completely  from  the  larvnx  and 
extending  backwards  into  the  ary-epiglottic  folds.  The  superior  thyroid  artery 
maybe  divided,  and  possibly  the  superior  laryngeal  nerve;  the  large  vessels  usually 
escape  Wounds  implicating  the  thyroid  cartilage  seldom  extend  very  deeply  on 
account  of  the  resistance  offered  by  the  parts.  The  great  vessels  are  seldom 
wounded  as  the  cartilage  lifts  the  razor  oflP  them  as  it  is  drawn  across  the  neck 
unless  great  force  is  used  (1826).  Wounds  in  the  cnco-thyroid  space  are  not 
uncommon.  They  may  penetrate  the  oesophagus  (1828)  or  great  vessels.  Wounds 
beloiv  the  cricoid  cartilage  are  very  rare.  The  trachea,  if  completely  divided,  retracts 
considerably  downwards,  and  much  difficulty  in  treatment  may  result  from  this 
cause.  Although  the  patient  mav  escape  immediate  death  from  haemorrhage,  wounds 
of  the  throat  are  very  fatal.  Death  may  result  from  oedema  glottidis  in  wounds  of 
the  thyro-hyoid  space;  but  it  is  more  commonly  caused  by  scattered  lobular 
pneumonia,  apparently  due  to  inhalation  of  the  decomposing  matter  from  the 
wound  (1824). 

1824.  The  larynx,  with  portions  of  the  trachea,  pharynx,  and  oesophagus,  and  the 
neii^hbouring  soft  parts  of  the  front  of  the  neck  (the  skin  being  removed),  from  a 
man  who  committed  suicide  by  cutting  his  throat.  The  incision  extends  deeply 
into  the  thyro-hyoid  space.  On  the  left  side  the  upper  edge  of  the  ala  of  the 
thyroid  cartilage  has  been  sliced  off,  and  about  1  cm.  below  this  the  cartilage  is 
deeply  cut.  On  the  right  side  there  are  two  deeply  incised  wounds  in  the  ala  of 
the  thyroid.  The  incision  has  divided  more  or  less  completely  all  the  muscles 
attached  to  the  lower  border  of  the  hyoid  bone.  Viewed  from  behind,  the  incision 
is  seen  to  enter  the  pharynx  immediately  below  the  epiglottis,  dividing  its  lower 
attachments  and  extending  deeply  into  the  left  ary-epiglottic  fold. 

Fro;n  a  man,  aged  60,  who  was  admitted  into  U.  0.  H.,  under  the  care  of  Mr.  Marshall,  on 
iJovember  17,  1880.  In  addition  to  the  wounds  shown  in  the  specimen  he  had  several  deep 
scalp-wounds  which  he  inflicted  on  himself  with  a  hammer  after  he  had  cut  his  throat. 
There  was  little  bleeding.  The  wound  became  somewhat  sloughy  in  the  middle,  and  the 
temperature  rose  to  103'2°  P.,  and  respiration  to  40.    Death  occurred  on  Nov.  20. 

Tnere  were  patches  of  broncho-pneumonia  in  both  lungs.    Beneath  one  of  the  scalp- 
wouuds  was  a  slightly  depressed  fracture  of  the  skull. 

1825.  The  tongue,  with  the  larynx  and  parts  of  the  pharynx  and  trachea,  from  a  man 
who  committed  sucide  by  cutting  his  throat.  The  parts  have  been  divided  between 
the  hyoid  bone  and  the  thjToid  cartilage ;  the  epiglottis  is  separated  from  the 
larynx  in  front,  but  remains  attached  behind  by  the  ary-epiglottic  folds.  On 
the  right  side  the  division  of  the  soft  parts  extends  to  the  lateral  thyro-hyoid 
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^l^L?o/Trthroat'  *'Tl?7r'  ""'t P'^^'  ''^'^  '^''^^  «^  from 
a  case  ot  cut-throat.     Ihe  larynx  has  been  comp  etely  severed  tbrnnJi  th« 

iipper  part  of  the  thyroid  carriage,  immediately  above  the  voca   cord^  tlie 

jvhole  of  the  epiglottis  being  detached  from  its  lower  connectLns    pos^'io  7 

On  ZTn     !  IT'^  ^^'""^"^  ^"'"'"^^^  «^  -rvta^noid  ^cart  ages 

On  the  left  side  the  common  carotid  artery  has   been   transversely  divided 

uinjS'"  bifurcation;   on  the 'right  side  the  "Zt?d  'artry  is 

1827.  The  tongue,  vvith  the  larynx,  the  phnrynx,  and  parts  of  the  trachea  and  oeso- 
phagus, from  a  suicide.  The  larynx  has  been  transversely  and  symmetrically  laid 
open  immediately  below  the  vocal  cords,  the  incision  extending  backwards  as  far 
as  their  posterior  limit.  The  parts  appear  to  have  been  twice  cut,  there  being 
tvvo  deep  incisions  discernible  in  the  lelt  ala  of  the  thyroid  cartilage;  the  upper 
ot  these  extends  almost  to  the  posterior  margin  of  the  cartilage,  the  lower  for 
about  half  this  distance  ;  both  the  inci-.ious  are  precisely  parallel  and  run  forwards 
with  a  slight  obhquity  downwards.  g283 

From  a  woman,  57  years  of  age  who  died  a  few  days  after  admission.  There  waa  profuse 
arterial  hemorrhage.    (Sir  J.  Erichsen  s  Case-book,  Females,  186(3.) 

1828.  The  tongue,  with  the  larynx  and  trachea,  pharynx,  and  portion  of  the  oeso- 
phagus from  a  man  who  committed  suicide  by  cutting"  his  throat.  The  larynx  has 
been  completely  severed  in  the  interval  between  the  thyroid  and  cricoid  cartila<res 
the  incision  passing  horizontally  through  the  posterior  half  of  the  cricoid  cartilage! 
Neither  of  the  common  carotid  arteries  is  injured,  but  the  wound  passes  on  both 
sides  nearly  as  far  as  the  main  vessels.  The  mucous  membrane  over  the  back 
of  the  cricoid  cartilage  is  perforated  in  four  or  five  places  by  irregular  openings. 

2279 

1829.  A  tongue,  with  the  larynx,  pharynx,  &c.,  and  a  portion  of  the  integument 
of  the  front  of  the  neck.  The  upper  opening  of  the  larynx  is  greatly  dfstorted 
and  reduced  to  a  narrow  transverse  slit,  prolonged  for  a  short  distance 'backwards 
between  the  arytaenoid  cartilages,  which  lie  almost  in  contact  and  are  displaced 
forwards  so_  as  nearly  to  touch  the  mucous  membrane  below  the  epiglottis. 
The  epiglottis  is  drawn  upwards  on  the  right  side,  apparently  after  having  been 
severed  on  this  side  from  its  lower  attachment.  Below  its  right  border  is  a  dense 
vertical  cicatrix,  from  which  other  bands  pass  horizontally  to  the  right  wall  of 
the  pharynx.  Below  the  lowest  of  these  bands  is  a  deep  vertical  sulcus,  resulting 
from  rotation  of  the  cricoid  cartilage.  There  is  a  deeply  depressed  transverse 
cicatrix  in  the  skin  of  the  front  of  the  neck  above  the  thyroid  cartilage.  4271 

The  several  deformities  have  most  probably  resulted  from  the  contraction  in  the  healing  of  an 
extensive  wound  implicating  the  central  part  and  right  lateral  wall  of  the  larynx,  the 
primary  injury  having  been  followed  by  ulceration  or  sloughing  of  the  injured  tissues. 


FoBBiGN  Bodies  in  the  Aie-passages. 

Foreign  bodies  most  commonly  enter  the  air-passages  from  the  mouth  during 
inspiration,  but  occasionally  a  necrosed  portion  of  one  of  the  laryngeal  cartilages 
or  even  a  tuberculous  gland,  may  idcerate  its  way  into  the  air-tube.  Large 
soft  bodies,  such  as  masses  of  food,  may  block  the  pharynx,  larynx,  or  trachea 
(1830),  and  cause  rapid  death  from  suffocation.  A  small  irregular  body  may 
become  arrested  in  the  larynx  above  the  vooal  cords,  sometimes  in  one  of  the 
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^  •  1  Jr.  tl.;«  •..n.ition  the  foreign  body,  if  not  causing  a  rapidly  fatal  asphyxia 
:::^:i::;^o^^^!^r...  i  jaggVd  body,  such  as  an  -titicial  tooth  ^^^^^^ 
may  ^^^Jf'"!'^  the  vocal  cords  and  be  arrested  at  a  lower  point  (18d5). 

T   ^?     f  Ps^'a  foreSm  body,  having  passed  the  glottis,  enters  one  of  the  bronchi, 

(1837).    Foreiln  bodies  much  more  commonly 
enter  he  j^t  than  tbe  left  bronchus,  because,  on  account  of  the  greater  «'^e  of 
former  th^-le  between  the  two  bronchi  is  situated  on  the  left  of  the  nnddle  hne 
S^rm^st  impoW  r^^^^^  of  the  retention  of  a  foreign  body  in  one  of  the  bronchi 
is  the  supervention  of  bronchiectasis  in  the  corresponding  lung  (18d6,  18^7). 

1830.  A  larynx  and  trachea,  the  latter  in  the  lower  6  cm.  of  its  length  b^ng 
blocked  by  a  mass  of  chewed  meat. 
From  a  man  who  died  suddenly  fro,,,  asphyxia  whilst  jomiting,  during  recovery  from  the 
effects  of  an  anesthetic  administered  for  the  operation  of  circumcision. 

1831  A  triangular  piece  of  compact  bone,  about  2  cm.  in  length,  which  was 
extracted  from  the  right  bronchus.  ^'^^ 
wrnm  a  woman  aged  37.  The  piece  of  bone  entered  the  air  passages,  whilst  the  patient  was 
eaTin.  soTe  hSd  n^utton,  Ind  caused  a  fit  of  threatened  suffocation  which  was  suddenly 
rel  ^ved  as  tbe  foreign  body  became  dislodged  from  the  larynx.  During  the  following 
6  months  the  patient  suffered  from  several  "inflammatory  attacks,  with  cough  and 
exoectoration  When  tbe  patient  came  under  the  care  of  Mr.  Liston,  inspiration  was  some- 
what noisY  and  a  peculiar  sonorous  rale  was  heard  below  the  right  sterno-clavicular  joint. 
Low  tracheotomy  was  performed;  a  long  pair  of  slightly  curved  toothed  forceps  was 
introduced  for  at  least  3  or  3^  inches  and  the  piece  of  bone  extracted.  The  patient  was  speedily 

restored  to  perfect  health.  ,„.,-,  -,.  n  •       j  i  r 

This  is  the  first  recorded  case  in  which  a  foreign  body  was  discovered  in  and  removed  from 
the  bronchus  during  life.    (Liston's  Practical  Surgery,  4th  edition,  1846,  p.  415.) 

1832.  A  small  round  bullet,  1  cm.  in  diameter,  which  was  removed  from  the  air- 
passages  by  inversion  and  shaking  oE  the  patient.  3685 
From  a  Highland  shepherd,  aged  about  20,  who  accidently  allowed  the  bullet  to  slip  from  his 
mouth  into  the  larynx  on  the  evening  of  Dec.  28,  1844.     A  fit  of  violent  coughing  lasting 
uninterruptedly  for  2  hours  ensued,  after  which  the  patient  suffered  little  inconvenience 
beyond  an  occasional  dry  cough  until  the  middle  of  the  following  day,  when  he  had  rigors, 
headache,  and  deep  seated  pain  in  the  right  breast.    On  the  following  day  the  patient  was 
drowsy  ;  the  face  was  pale  and  anxious  ;  respiration  was  quick  and  somewhat  difficult,  a  long 
inspiration  increasing  the  pain  in  the  chest;  the  pulse  was  feeble  and  irregular.    It  being 
'concluded  that  the  bullet  had  entered  the  right  bronchus,  the  patient  was  securely  strapped 
in  a  chair  and  suspended  head-downwards  from  the  rafters  of  tbe  roof.    He  was  then  shaken 
by  a  rapid  succession  of  sudden  smart  jerks,  and  after  a  few  convulsive,  retching  coughs,  spat 
the  bullet  from  his  mouth.    Cough  and  pain  in  the  chest  continued  for  2  days  only,  and  at 
the  end  of  a  week  the  patient  had  returned  to  his  work.     (Liston's  Practical  Surgery, 
4th  edition,  1846,  p.  421.) 

1833  A  small  glass  ornament,  which  was  removed  by  tracheotomy  from  the  trachea. 

3686 

From  a  boy,  under  the  care  of  Mr.  Liston.  The  foreign  body  had  been  in  the  air-passages 
several  hours  before  it  was  removed. 

1834.  The  greater  part  of  a  cherry-stone  which  was  expelled  from  the  air-passages. 

3089 

From  a  boy,  aged  10  years,  who  was  under  the  care  of  Mr.  Quain  in  1847.  Laryngotomy  was 
performed  and  about  20  minutes  after  the  boy  was  put  back  to  bod  the  stone  was  coughed 
up  through  the  glottis. 

1835.  Two  gold  plates,  each  carrying  two  teeth.     The  lower  was  swallowed  and 
passed       rectum  ;  the  upper  was  removed  from  the  larynx  by  tracheotomy. 

From  a  woman,  aged  21,  who  was  admitted  into  U.  C.  H.  under  the  care  of  Mr.  Heath 
December  J 2,  1875.    During  the  previous  night  she  liad  an  epileptiform  fit,  after  which  it 
was  noticed  that  two  plates,  each  carrying  two  artificial  teeth  which  she  was  weariu"-  were 
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missing.  She  complained  of  pain  in  the  left  side  of  the  neck,  which  was  relieved  aft^r  fh« 
SSZi^tnTec^H'the'r-       "  "'^^  ^^'«'"'>'  '^-l^y  auTTh^^'bS,  Ig 

raJin.  OnXTt"'^  l-y"goBeope.  lying  in  the  trachea  im^nedil "  bel^w  the 
Jaryns  On  Dec  15  tracheotomy  was  performed  and  the  plate  and  teeth  removed  On  th« 
^.ne  day  the  oUier  plate  was  passecf^,^-  rectum.    (Mr^  Heath,  MedicarCminer  ?876, 

1836.  The  rusty  iron  peg  of  a  top,  3-5  cm.  in  length,  which  escaped  from  an 
abscess  in  the  lung.  ^  "-^ 

^"Zm  eZ'veil  ^""^  "^"'•""^  '^^"""'•y  ^'  1893.  «»PPOBed  to  be  suffering 

trom  empyema.  Ihere  was  a  copious  expectoration  of  offensive  pus.  There  were  siens  of 
bronchiectasis  on  the  left  side,  and  pus  was  withdrawn  with  an  aspirator.  On  ques  ioning 
the  patient  he  stated  that  7^  years  before  he  had  "swallowed"  the  peg  of  a  ton  th! 
symptoms  began  18  months  later  and  the  expectoration  became  offensive  2  years  afte'r  the 
accident.  A  piece  of  the  left  9th  rib  was  removed  and  the  lung  stitched  to  the  pleura  • 
subsequently  an  incision  was  made  into  the  lung  and  a  bronchiectatie  cavity  opent^d  and 
drained  The  expectoration  became  less  but  did  not  cease.  Attempts  were  later  made  to 
remove  the  foriegn  body  by  tracheotomy  and  inversion,  &c.  In  Oct.  1894,  the  rusty  nee 
came  out  through  the  drainage-tube  which  had  been  kept  in  the  lung  abscess.  Comp  ete 
recovery  followed.    (Mr.  Godlee,  Med.-Chir.  Trans,  vol.  Ixxix,  1896,  p.  197.) 

1837.  The  larynx  and  trachea,  together  with  the  right  lung,  from  a  case  in  which 
death  followed  the  impaction  of  a  coliar-stud  in  the  right  bronchus.  The  bone 
stud  lies  with  its  broken  larger  end  upwards  at  a  distance  of  4-5  cm  below  the 
bifurcation  of  the  trachea  and  2  cm.  below  the  origin  of  the  branch  of  the  bronchus 
which  passes  to  the  upper  lobe.  The  right  bronchus  is  much  larger  than  the  left 
and  continues  the  line  of  the  trachea  more  directly.  Immediately  above  the 
position  of  the  stud,  the  mucous  membrane  of  the  bronchus  is  ulcerated  and  the 
corresponding  cartilaginous  rings  exposed.  The  posterior  surface  of  the  lung  is 
covered  with  firm  fibrous  adhesions,  whilst  the  anterior  and  external  surfaces, 
which  corresponded  to  the  position  of  an  empyema,  are  thickly  covered  with 
granulation  tissue.  On  the  anterior  surface  are  several  depressed  areas,  the 
largest  5  cm.  across,  which  correspond  to  gansfrenous  patches  in  the  subjacent 
lung.  A  section  of  the  lunp;  displays  an  irregular  cavity  in  the  upper  lobe,  4  cm. 
in  d'ameter  and  surrounded  by  gangrenous  lung-tissue.  Throughout  the  section, 
especially  in  the  lower  lobe,  are  seen  the  mouths  of  dilated  bronchial  tubes,  the 
lining  of  which  is  yellowish-brown  and  ulcerated,  and  the  walls  thick  and 
fibrous.  In  the  case  of  the  smallest  bronchial  tubes  the  fibrous  thickening  is 
particularly  well  seen.  At  Ihe  upper  end  of  the  trachea  is  seen  the  opening 
made  in  tracheotomy.  8940 

From  a  man,  aged  19,  who  accidentally  "swallowed  "a  bone  collar-stud  while  bathing,  in 
July  1900.  A  severe  fit  of  coughing  immediately  followed,  and  on  the  4th  day  right-sided 
pleurisy  was  diagnosed  ;  the  patient  was  in  bed  for  three  weeks,  and  five  weeks  later  purulent 
expectoration  began  and  the  cough  persisted.  He  was  then  thought  to  be  suffering  from 
phthisis  and  went  to  Australia,  where  he  remained  from  January  to  May  1901.  Dr.  Verco 
of  Adelaide  failed  to  find  tubercle  bacilli  in  the  sputum,  and  regarded  the  symptoms  as  due 
to  the  impaction  of  the  stud  in  the  right  bronchus.  On  admission  into  IJ.  C.  H.  on 
December  13th,  1901  there  was  copious  expectoration  of  offensive  greenish-yellow  pus;  there 
was  impaired  movement  of  the  lower  part  of  the  right  side  of  the  chest.  On  Dec.  18  tracheo- 
tomy was  performed  and  a  wire  hook  passed  down  into  the  bronchus,  but  the  stud  could  not 
be  felt.  On  Jan.  3,  1902  parts  of  the  9th  and  lOlh  ribs  of  the  right  side  were  removed  and 
the  lung  stitched  to  the  parietal  pleura;  on  Jan.  10  the  lung  was  incised  with  Pacquelin's 
cautery  and  on  Jan.  17  explored  with  a  trochar  but  no  cavity  was  reuched ;  a  canula  was  left 
in  and  the  track  subsequently  dilated  so  as  to  admit  a  drainage-tube,  from  which  howeververy 
little  pus  escaped.  On  Feb.  25  a  considerable  quantity  of  stinking  pus  escaped  from  the  right 
pleura  through  the  opening  in  the  cliest-wall.  On  March  5  the  patient  became  drowsy  ;  on 
March  7  there  was  weakness  of  the  left  side  of  the  face ;  on  March  8  there  was  also 
incomplete  paralysis  of  the  left  arm  and  leg  ;  the  patient  was  comatose;  the  left  eyeball  was 
slightly  prominent,  eyelids  swollen  and  conjunctiva  oedeniatous.  The  right  cerebral 
hemisphere  was  explored  but  no  abscess  found.  Death  occurred  on  March  9.  There  was 
suppurative  phlebitis  of  both  cavernous  sinuses  and  meningitis  spreading  up  over  the 
motor  area  of  the  right  side.    (Mr.  Godlee's  Case-Books,  1902.) 
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(Edema  or  the  Lakyitx. 

(Fdema  ot  the  larynx  is  usually  the  result  of  acute  laryngitis  and  may  t^us  be  a 
ser^  s  symptom  0/ the  irritation  caused  by  foreign  bodies  in  or  wounds  of,  the 
mssa  Js  and  scalds  of  the  pharynx  and  larynx.  CEdema  of  the  larynx  is  a  not 
unco'mro^^^^^^^^^  the  various  ^acute  infective  inflammations  of  the  larynx  pharyn. 
and  neighbouring  parts,  as  for  instance  in  submaxdlary  cellulitis.  It  may  occur  m 
the  course  of  the  acute  infective  diseases.  . 

(Edema  of  the  larynx  may  prove  a  serious  complication  of  various  chrome 
larynceal  diseases,  such  as  tuberculosis,  syphihs,  and  malignant  disease.  It  is 
occasfonally  met  with  in  Bright's  disease  and  other  conditions  attended  with  general 

'''in'^demaTf  the  larynx  the  swelling  is  most  marked  in  those  parts  in  which  the 
submucous  tissue  is  most  abundant  j  the  epiglottis  is  swollen  and  rigid,  and  the 
arv-epi'^lottic  folds  may  be  so  swollen  as,  in  extreme  cases,  a  most  to  meet_  over 
the  rima  glottidis  (1841).  The  swelling  rarely  extends  below  the  ventricular 
bands  the  vocal  cords  usually  escaping.  In  some  forms  of  infective  cedematous 
laryngitis,  diffuse  suppuration  occurs  in  the  submucous  tissue,  the  swollen  parts 
then  presenting  a  yellowish  tint  mottled  here  and  there  with  dark  red  vl840). 

1838.  A  larynx,  with  parts  of  the  trachea  and  oesophagus.  The  mucous  membrane 
of  the  upper  part  of  the  larynx  is  greatly  swollen  from  inflammatory  oedema. 
The  oedema  ceases  below  at  the  ventricular  bands.  The  effusion  has  occurred  m 
greatest  amount  in  the  loose  submucous  tissue  of  the  ary-epiglottic  folds  and  the 
epiglottis.  21^^ 

1839.  A  larynx,  with  the  pharynx  and  portion  of  the  oesophagus,  &c.  Inflammatory 
effusion  has  occurred  in  the  tissues  beneath  the  mucous  membrane  of  the  upper 
opening  of  the  larynx  and  that  covering  the  back  of  the  cricoid  cartilage.  The 
lower  limit  of  the  swelling  in  the  later  situation  is  well  defined.  Both  the  tonsils 
are  enlarged.  541 

The  patient  died  of  acute  inflammation,  giving  rise  to  suppuration  under  the  mucous  membrane 
of  the  back  of  the  pharynx. 


1840.  A.  wax  model  of  a  tongue,  with  the  larynx  and  pharynx.  The  submucous 
tissue  of  the  ary-epiglottic  folds,  and  that  lying  on  the  back  of  the  cricoid  cartilage, 
is  greatly  swollen.  Points  of  extravasation  exist  in  or  immediately  beneath  the 
mucous  membrane  ;  but  the  tissues  themselves  are  represented  bloodless  and  pale, 
with  patches  of  yellow  here  and  there  indicating  the  presence  of  pus  in  the  sub- 
mucous tissue.  The  upper  opening  of  the  larynx  is  reduced  by  the  swelling  to 
very  small  oval  aperture.  2o06 


1841.  A  wax  model  of  the  larynx,  root  of  the  tongue,  and  upper  part  of  the  pharynx. 
The  mucous  membrane  of  the  upper  opening  of  the  larynx  is  greatly  distended 
by  inflammatory  effusion  into  its  submucous  tissue.  The  epiglottis  is  swollen, 
erect,  and  rigid.    The  effusion  extends  also  to  the  base  of  the  tongue  and  fauces. 

4813 

"From  a  fever-patient."  The  preparation  shows  clearly  that  in  inspiration  the  swollen  folds 
of  mucous  membrane  woidd  be  dr.iwn  in  a  valve-like  manner,  so  as  completely  to  close  the 
glottis.  In  expiration  they  would  be  separated  by  the  current  of  air  coming  from  below.  It 
is  this  condition  that  makes  expiration  couiparatively  easy,  and  inspii-ation  almost  impossible 
in  cedeuia  of  the  larynx. 
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Simple  TJlobeation  op  the  Lahynx. 

Small  superBcial  ulcerations  may  occur  as  the  results  of  simple  chronic  larvngitis 
although  more  commonly  there  is  merely  redness  and  thickening  of  the  mucous 
membrane.     Ulceration  may  occur  as  a  secondary  consequence  of  wounds  or 
injuries  of  the  larynx  (1843).    Acute  ulceration  occasionally  occurs  without  evident 
cause  (1842). 

1842.  A  larynx,  with  portions  of  the  pharynx  and  oesophagus.  In  the  mucous 
membrane  forming  the  right  ary-epiglottic  fold  is  an  irregularly  oval  ulcer 
extending  backwards  over  the  posterior  surface  of  the  arytajnoid  cartilage,  and  for 
a  short  distance  within  the  larynx  below  the  epiglottis  the  edges  of  the  ulcer 
are  sharply  defined,  fiat,  and  slightly  overhang  the  shreddy  submucous  tissue 
which  forms  its  base  ;  to  the  latter  tliere  is  adherent  in  places  a  pale  brown  soft 
substance,  probably  a  slough  stained  by  coagulated  blood.  On  the  left  side,  and 
placed  deeply  within  the  larynx,  are  two  small  ulcers  of  the  mucous  membrane 
having  almost  similar  characters  ;  and  there  are  three  or  four  others  in  the 
mucous  membrane  covering  the  upper  suface  of  the  epiglottis  on  the  same  side ; 
the  edges  of  the  last  ulcers  are  smoothly  rounded,  and  their  bases  even  and  smooth. 
The  mucous  membrane  of  the  upper  opeuing  of  the  larynx  is  shghtly  thickened 
and  dull.  '  539 

Tbe  patient,  a  woman,  aged  44,  was  seized  with  intense  pain  in  the  throat,  which  prevented  lier 
swallowing ;  no  signs  of  inflammation  could  be  observed  on  looking  into  the  throat.  Her 
breathing  was  quite  easy.    She  died  on  the  fourth  day. 

1843.  The  tongue,  larynx,  and  trachea  of  a  child,  showing  ulceration  of  the  larynx 
and  trachea,  following  intubation.  In  the  larynx  there  is  a  small  round  ulcer  in 
the  middle  line  at  the  base  of  the  epiglottis  and  irregular  superficial  ulceration  on 
each  side  below  the  vocal  cords.  In  the  anterior  wall  of  the  trachea,  3-5  cm. 
below  the  vocal  cords,  there  is  a  small  ulcer  with  swollen  edgps.  7545 

From  a  child,  aged  6  years  and  9  months,  who  was  admitted  into  U.  C.  H.  for  acute  laryngitis 
complicating  measles.  Intubation  of  the  larynx  was  performed,  the  tube  being  retained  for 
11  hours.  Death  occurred  from  broncho-pneumonia  five  days  later.  (Dr.  Ringer's  Case- 
boo/cs,  189G,  Females,  p.  634.) 


TuBBROTOOtrs  Disease  of  the  Lakynx. 

Tuberculous  disease  of  the  larynx  very  rarely  occurs  as  a  priuiary  affection ;  it  is, 
however,  a  frequent  complication  of  pulmonary  phthisis  and  may  directly  cause  the 
fatal  termination.  ^  , 

In  the  earliest  stage  of  the  disease  congestion,  presenting  nothing  characteristic, 
may  be  present,  but  more  often  there  is  unnatural  pallor  of  the  mucous  membrane. 
The  first  distinctive  sign  is  a  swelling  of  the  mucous  membrane  and  submucous 
tissue  of  the  ary-epiglottic  folds  or  interarytenoid  fold ;  the  former  may  form  two 
solid  pyriform  tumours,  concealing  the  outline  of  the  arytaenoid  cartilages  and  often 
reaching  such  a  size  as  to  meet  in  the  middle  line  at  the  posterior  part  of  the 
larynx  (1844).  This  condition  may  be  more  marked  on  one  side  than  the  other. 
At  the  same  time  the  epiglottis  may  also  be  swollen  and  rigid  (1847).  In  the  next 
stage  of  the  disease  numerous  superficial  ulcers  form  m  the  larynx.  Ihese  are 
grev  on  the  surface,  at  first  rounded,  but  by  coalescence  becoming  irregular  in  outlme. 
On  the  epiglottis  they  occur  first  on  the  under  surface  (1852).  On  the  vocal  cords 
they  soon  lead  to  exposure  of  the  elastic  tissue  (1844).  These  ulcers  are  not  confined 
to  the  larynx,  but  may  extend  into  the  trachea  (1845).  ,   ,  , 

As  the  disease  advances   the   larynx   becomes  widely  affected  by  ulceration 
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the  -hole  lgr,x  deuu  M  ot^m  ^ 
Tard'^S  c  r"S  '«ro»es'a,,a  comes  a»ay.    The  '.^"X  »ay  be  completely 
peZateIi!a„d  abscesses  may  form  in  the  tissues  external  to  it  (1848). 

,0.1.1  A  1,^™,  with  the  root  of  the  tongue  and  the  surrounding  soft  parts.  The 
1844.  A  larynx  witn       ™"  ,„.  |    j       ^j^,  ^^^^^i  „  rounded  swelling 

HTegular  m  outline  and  evident  . y  pioauc  c     y  ■  elastic  tissue 

h°enerth':  Te'  J^ti^r  hl'drtitsL  i  h  t  free'  from  ulceration.  There 
are  small  ulcers  in  the  mucous  membrane  ol:  the  trachea. 

^;7hin  (he  uOTer  part  of  the  larynx,  ancUhe  ulcers  on  the  vocal  co^^^^ 

a  man  aied  33,  who  died  of  acute  phthisis.  During  h|o  there  was  no  difficulty  of 
breathmg  an^  no^  Int  on  is  made  in  the  notes  of  pain  in  swallowing.  Up  to  four  mont  8 
befo  e  de^th  the  patient  had  been  in  perfect  health.  At  the  post  mortem  examination  e 
flnex  of  tl4  ri^^  be  perforated,  giving  riso  to  pyo-pneumothorax  ot  the 

s^me  side     TheSr  lobes  of  both  lungs  were  studded  with  grey  granulations.  Nolhing 
else  of  importance  was  noted  except  grey  granulations  in  the  liver. 

1845  A  larynx  and  trachea,  with  part  of  the  right  lung,  &c.  The  mucous 
membrane  of  the  larynx  below  the  vocal  cords,  of  the  trachea  for  ifs  whole 
extent  and  of  part  of*  the  left  bronchus  is  perforated  with  small,  sharply  defaned, 
oval  and  circular  ulcers,  which  in  places  have  coalesced  and  form  considerably 
larger  ones,  the  edges  of  which  are  irregular  or  dentate.  The  ulcers  merge  in 
size  to  the  natural  uiiuute  openings  of  the  mucous  glands.  The  mucous  membrane 
between  the  ulcers  is  for  the  most  part  healthy,  but  withm  the  larynx  it  is  thicker 
and  less  translucent  than  natural ;  from  the  left  side  of  the  larynx  it  has  been 
almost  wholly  removed  bv  ulceration.  The  epiglottis  is  healthy.  The  vocal  cords 
are  rounded  and  thickened,  but  not  ulcerated.  The  lymphatic  glands  lying  on 
the  trachea  and  around  the  bronchi  are  considerably  eidarged  ;  on  the  lower  part 
of  the  trachea  the  enlarged  glands  form  a  lobulated  o\  al  mass,  which  measures 
about  5  cm.  in  the  vertical  direction.  Sections  have  been  made  through  a  similar 
mass  on  each  bronchus  ;  the  substance  of  these  masses  is  caseous.  1594 

1846.  The  larynx,  with  the  tongue,  part  of  the  trachea,  and  adjoining  parts  from 
a  uian  who  "died  of  phthisis.  The  epiglottis  is  slightly  irregular  in  shape,  its 
right  side  being  considerably  thickened.  The  right  ary-epiglottic  fold  forms  a 
thickened  ridge,  ending  in  a  rounded  swelling  over  the  arytsenoid  cartilage  ;  the 
left  fold  is  much  less  swollen,  but  the  rounded  swelling  over  the  arytsenoid 
cartilage  is  clearly  marked.  The  mucous  membrane  covering  the  upper 
surface  of  the  epiglottis  is  healthy ;  that  on  its  under  surface  and  between 
it  and  the  vocal  cords  is  extensively  ulcerated,  especially  in  the  middle  line. 
Both  vocal  cords  are  thickened,  rounded,  and  superficially  ulcerated,  chiefly  at  the 
anterior  part.  In  the  lower  part  of  the  larynx  the  orifices  of  the  glands  are 
abnormally  distinct.  In  the  trachea  are  a  few  superficial  circular  ulcers.  The 
incisiou  in  the  mucous  membrane  resembling  a  tracheotomy  Avound  has  been 
made  accidentally  in  removing  the  specimen. 

From  a  man,  aged  40,  admitted  into  U.  C.  H.,  under  the  care  of  Dr.  Wilson  Fox,  August  10, 
1878.  There  was  no  history  of  tubercle  or  syphilis.  The  illness  began  six  months  before 
admission  with  dyspi  coa  attributed  to  breathing  the  fumes  of  hydrochloric  acid  during  work 
in  11  dye  factory.    The  man  was  ill  for  a  mouth  and  then  resumed  work.    Two  mouths  before 
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so.ne  dyspucra.    He  gradually  EotTLZ' Z'A^^^^^^^ 

■^®,f  "^'^  ^J''''^"''        P^^*  trachea.    The  epiglottis  is  slightly  swollen  and 

rigid  the  ary-epiglottic  folds  are  swollen  and  iufiltrated,  and  the  muJous  meTnhranP 
covering  the  arytenoid  cartilages  forms  two  rounded  pyriform  swdlings  T^e 
mucous  membrane  above  the  vocal  cords  is  deeply  ulcerated,  so  as  t?  present 
two  irregular  surfaces  almost  symmetrical  in  shape.  Both  surfaces  of  the 
epiglottis  are  superficially  ulcerated.  On  the  left  side  the  elastic  tissue  of  the 
vocal  cord  is  exposed  ;  on  the  right  side  the  cord  is  superficially  ulcerated.  Below 
the  vocal  cords  the  mucous  membrane  is  superficially  ulceVated,  some  of  the 
larger  ulcers  having  a  crenate  margin,  as  if  formed  by  the  coalescence  of  smaller 

1609 

^d?ffic.!lffn'lf '^''^  epiglottis  and  the  swollen  ary-epiglottic  folds  would  haye  rendered  it  very 
diftcult  to  obtain  a  view  of  the  ulcerated  surfaces  with  the  laryn-^oscope 

b  rom  a  man,  aged  36.  The  di.sease  led  to  dysphagia,  especially  of  liquids,  which  regurc^ifaUed 
through  the  nose;  the  voice  was  much  impaired  and  ultimately  lost.  There  was  nrofuse 
purulent  expectoration  and  difficulty  of  breathing;  emaciation  and  hectic  fever.  The  disease 
was  of  two  years  duration.  There  had  been  considerable  oedema  of  the  glottis  and  lower 
surface  ot  the  epiglottis,  but  this  was  reduced  by  repeated  scarification. 


1848.  A  larynx  and  trachea.  The  epiglottis  is  e.itensively  ulcerated.  The  arv- 
epiglottic  folds  are  infiltrated  and  thickened,  and  that  on  the  right  side  deeply 
notched  by  ulceration.  Between  the  ary-epiglottic  folds  and  the  vocal  cords  the 
ulceration  has  extended  deeply  info  the  ventricles.  On  the  left  side  the  larynx 
is  perforated  immediately  above  the  upper  border  of  the  cricoid  cartilage  bv  a 
small  aperture,  leading  probably  into  the  cavity  of  an  abscess  which  has  been 
opened  _  in  preparing  the  specimen.  The  vocal  cords  are  thickened  and 
superficially  ulcerated.  Prom  this  level  downwards  for  5  cm.  the  mucous 
membrane  of  the  larynx  and  trachea  is  swollen  and  everywhere  superficially 
ulcerated.  In  the  upper  part  of  the  trachea  is  the  openmg  resulting  from 
tracheotomy,  and  about  1  cm.  below  the  opening  two  of  the  cartilaginous  rings  oE 
the  trachea  have  been  exposed  for  a  short  distance  in  the  middle  liue  by 
ulceration.  3371 

The  ulceration  below  the  tracheotomy  wound  is  due  to  the  tube  being  bent  at  too  great  a  curve 
and  80  pressing  on  the  trachea. 


1849.  -A-  larynx,  with  the  upper  end  of  the  trachea.  The  mucous  membrane  of  the 
larynx  above  the  vocal  cords  has  for  the  most  part  been  destroyed,  the  surfaces 
of  the  ulcerated  areas  being  very  uneven  and  nodulated.  Both  surfaces  of  the 
epiglottis  are  extensively  ulcerated  and  the  border  irregularly  notched.  The  ary- 
epiglottic  folds  have  been  destroyed.  The  right  vocal  cord  is  swollen  and 
superficially  ulcerated ;  the  left  is  less  swollen  but  is  ulcerated  in  its  posterior  half. 
For  a  distance  of  2  cm.  below  the  vocal  cords  the  mucous  membrane  is  super- 
ficially ulcerated,  and  there  are  numerous  small  ulcers  in  the  trachea.  16U7 

From  a  man,  aged  34,  who  suffered  from  laryngeal  symptoms  for  many  years.    He  finally  sank, 
and  died  greatly  emaciated.    The  luugs  were  extensively  tuberculous. 


1850.  A  larynx  and  trachea.  The  mucous  membrane  of  the  larynx  above  the  vocal 
cords  has  been  completely  destroyed  by  tuberculous  ulceration,  which  has 
destroyed  also  a  considerable  part  of  the  right  ary-epiglottic  fold  and  extended 
forwards  towards  the  tonsil  and  the  root  of  the  tongue.  The  left  vocal  cord  is 
also  destroyed.  The  mucous  membrane  of  the  epiglottis  is  deeply  ulcerated,  and  its 
free  edge  is  slightly  irregular  in  outline.    The  floor  of  the  ulcer  is  coarsely 
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1     „,„1  vprv  irregular     An  inrisiou  lias  been  made  into  the  ulcer  on  the 
fr  -1    .^sW  tiriepth  to  which  the  iufiltratioa  extends.     The  mucous 
!:LbfaL'oVtt^:;rn'  -d  tnu-hea  for  about  5  em.  below  the  vocal  cords  . 
fenestrated  by  innumerable  superhcial  ulcers. 
The  patient,  a  won.an,  ^4  years  of       cli.d  a  few 

culous  deposit ;  kidneys  much  sacculated  ;  liver  and  spleen  healthy. 

A  larynx,  together  with  the  tongue  and  part  of  the  trachea.  The  interior 
^  of  thriar?nx  s  extensively  ulcerated.  The  ulceration  involves  the  under  surface 
0  he  epiglottis,  the  left  edge  of  which  has  been  destroyed,  the  ulcerated  surface 
being  coafsely  granular.  The  right  border  and  upper  surface  of  the  epiglottis  are 
svvollen  and  infiltrated.  The  leF?  wall  of  the  larynx,  between  the  position  of  the 
TrvWlottic  fold  and  the  vocal  cord,  presents  a  nodular  ulcerated  surface, 
the  cTd  excVt  in  its  anterior  part,  being  destroyed.  The  right  ary-epiglottic 
fold  is  less  extensively  destroyed  than  the  left  and  the  right  vocal  cord  is  mtac 
Below  the  cords  for  a  distance  of  2  cm.  the  mucous  membrane  is  marked  by  smaU 
superficial  ulcers. 

1852  A  larynx  and  part  of  the  trachea.  The  upper  surface  and  borders  of  the 
epiglottis  are  normal ;  in  its  lower  part  the  under  surface  presents  numerous 
superficial  ulcers,  three  of  which,  much  larger  than  the  rest,  are  situated  one  on 
each  side  of  and  one  below  the  cushion.  The  mucous  membrane  covering  each 
arytenoid  cartilage  is  slightly  swollen.  The  ventricular  bands  and  vocal  cords 
are  intact.  Below  the  cords"  the  mucous  membrane  of  the  larynx  and  of  the  part 
of  the  trachea  preserved  in  the  specimen  is  extensively  ulcerated.  In  the  trachea 
the  ulceration  has  followed  the  line  of  the  cartilaginous  rings,  which  are  thus 
extensively  exposed,  the  long,  narrow,  transversely  disposed  ulcers  being 
separated  by  narrow  strips  of  irregular,  infiltrated,  mucous  membrane.  6862 


Sfi'HiLiTio  Disease  of  the  Laexnx. 

In  the  early  stages  of  secondary  syphilis  erythematous  redness  and  congestion 
are  of  frequent  occurrence,  but  these  of  course  cannot  be  illustrated  by  museum 
specimens.  During  the  later  secondary  period  condylomata  and  mucous  tubercles 
are  not  uncommon.  They  form  greyish  elevations,  sometimes  smooth,  sometimes 
wrinkled,  and  surrounded  by  a  red  zone.  Their  most  common  situation  is  about 
the  epiglottis  and  the  interarytsenoid  commissure.  Superficial  ulcerations  are 
occasionally  met  witli  in  the  same  situations.  Mucous  tubercles  are  in  rare  cases 
seen  in  congenital  syphilis. 

In  the  tertiary  si  age  of  syphilis  gummata,  uniform  infiltrations,  deep  ulcerations, 
and  cicatricial  contractions  are  the  characteristic  changes.  Gummata  are  not 
common.  They  form  yellowish,  irregular,  rounded  swellings,  sometimes  reaching 
the  size  of  a  pea,  situated  in  the  submucous  tissue,  most  commonly  in  the  epiglottis 
or  in  the  parts  below  the  vocal  cords.  If  the  gumma  sloughs  it  causes  a  deep  ulcer, 
the  base  of  which  is  at  first  formed  by  a  yellow  tenacious  slough.  Deep  ulcerations 
may  arise  independently  of  softening  gummata  (1856).  These  ulcers  are  often 
solitary,  never  numerous ;  they  are  irregular  and  serpiginous  in  form,  with  abrupt 
hard  edges  and  a  grey  and  irregular  floor.  They  are  most  common  on  the  epiglottis 
and  the  ary-epiglottic  folds,  and  tend  to  spread  from  the  peripheral  parts  of  the 
larynx  towards  the  centre  (1854).  On  the  epiglottis  they  usually  commence  on 
the  upper  surface  (1853).  SyphiHtic  ulcers  frequently  cause  very  widely  spread 
destruction  of  tlie  epiglottis  and  ary-epiglottic  folds.    They  are  accompanied  by  a 
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solid  inflammatory  swelling  rather  than  by  osdema  (1856).  The  vocal  cords  may  be 
implicated  by  the  extension  of  the  ulceration  ;  and  in  the  earlier  stages  wart-like 
excrescences  may  form  on  them. 

Syphilitic  disease  of  the  larynx  occasionally  leads  to  necrosis  of  the  cartilages. 
The  arytsenoid  cartilages  suffer  most  frequently,  the  cricoid  occasionally,  and  "the 
thyroid  very  rarely.  Syphilitic  ulceration  of  the  trachea  is  extremely  uucommon 
(1855). 

When  deep  syphilitic  ulcers  heal,  the  contraction  of  the  scars  produces  great 
deformity,  especially  of  the  epiglottis,  and  sometimes  such  narrowing  of  the  glottis 
as  to  necessitate  tracheotomy  (1860). 

In  specimens  of  syphilitic  disease  of  the  larynx,  scarring  may  sometimes  be 
observed  in  the  pillars  of  the  fauces  and  tonsils. 


1853.  A  larynx,  with  the  adjoining  portion  of  the  trachea.  The  epiglottis,  the 
ary-epiglottic  folds,  and  the  mucous  membrane  covering  the  arytaenoid  cartilages 
ax-e  thickened  and  indurated.  The  epiglottis  has  a  rigid  appearance,  and  is  fixed 
over  the  opening  of  the  glottis  like  a  cowl,  its  normal  curves  being  replaced  by  a 
single  one  with  its  concavity  downwards.  The  free  edge  of  the  epiglottis  and 
both  its  surfaces  are  superficially  ulcerated.  3682 

The  affection  is  the  result  of  syphilis.    During  life  the  opening  of  the  glottis  would  have  been 
seen  with  great  difficulty  on  account  of  the  altered  position  and  rigid  state  of  the  epiglottis. 


1854.  A  larynx,  with  the  posterior  part  of  the  tongue,  &c.  On  each  side  of  the 
epiglottis  a  semilunar  piece  of  the  mucous  membrane  and  corresponding  part  of 
the  cartilage  have  been  destroyed  by  sypliilitic  ulceration.  The  edges  of  the 
ulcers,  which  are  almost  symmetrical,  are  quite  sharp  and  cleanly  cut,  and  the 
ulcerated  edge  of  the  mucous  membrane  is  readily  distinguishable  from  that  of 
the  cartilage.  The  mucous  membrane  of  the  ventricular  bands  and  vocal  cords 
is  thickened.  Below  the  vocal  cords  and  in  the  interarytaenoid  commissure  the 
surface  of  the  mucous  membrane  is  rendered  uneven  by  flattened  elevations,  in 
some  parts  almost  warty  in  appearance  ;  these  are  most  marked  on  the  ri^ht 
side.  5048 

(Sir  J.  Russell  Reynolds's  Case-books,  Males,  1864-65,  Brodrick.) 

1855.  The  lower  part  of  a  trachea  and  the  bifurcation,  together  with  part  of  the 
aortic  arch,  which  is  firmly  adherent  to  it.  At  a  level  of  5  cm.  above  the  bifurca- 
tion the  lumen  of  the  trachea  is  almost  completely  obliterated  by  a  dense  fibrous 
stricture.  At  the  point  of  stricture  a  thick  fibrous  ridge  projects  into  the 
narrowed  lumen  from  the  anterior  wall.  In  the  part  of  the  trachea  above  the 
stricture  the  mucous  membrane  has  been  entirely  destroyed  by  ulceration. 
Below  the  stricture  the  mucous  membrane  of  the  trachea  and  main  bronchi  is 
irregularly  thickened  and  in  parts  trabeculated  as  if  by  ulceration.  In  the  left 
walfof  the  trachea,  1-5  cm.  below  the  stricture,  is  a  deeply  excavated  ulcer  7  mm.  in 
diameter,  from  which  a  minute  opening  leads  through  the  adherent  anterior 
wall  of  the  aorta.  ^'-^54 

1856  A  larynx,  with  the  adjoining  part  of  the  trachea  and  the  base  of  the  tongue. 
Over  both"surfaces  of  the  epiglottis  and  the  contiguous  part  of  the  root  of  the 
toncrue  the  mucous  membrane  is  ulcerated  and  hangs  in  long  shreds  from  the 
surface  The  left  ary-epiglottic  fold  is  almost  destroyed.  The  mucous 
membrane  covering  the  arytajnoid  cartilages  is  swollen.    The  vocal  cords  are  qm^e 

healthy.  .  ^  „ 

The  disease  is  described  in  the  MS.  Outalogue  as  "  Gangrenous  InQaiuniation  of  the  Epiglottis. 
It  is  most  probably  a  rapidly  spreading  syphiHtic  ulceration. 
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performed  just  before  death. 


Neceosis  of  the  Cartilages  of  the  Larynx. 
Necrosis  of  the  cartilages  following  perichondritis,  with  suppuration,  may  occur 
as  the  result  of  inju^^  tuberculous  disease,  syphilis  (I860),  or  cancer.  It  also  may 
occur  after  typho  d  fever,  and  occasionally  without  any  recognisable  cause.  The 
aJytLo  d  and  Cricoid  cartilages  suffer  most  frequently  the  thyroid  comparatively 
ra  ely  The  necrosed  fragnfent  may  have  been  ossified  or  calcified  before  it  was 
affected  by  the  disease  which  caused  its  death  (1861).  The  fragment  may  be 
extruded  from  an  ulcer  in  the  neck,  but  is  more  commonly  coughed  up  (1861) 
If  the  necrosis  has  resulted  from  any  cause  other  than  tuberculous  disease  or  cancer 
the  patient  frequently  recovers  ;  but  great  contraction  of  the  larynx  may  foUow, 
necessitating  the  permanent  use  of  a  tracheotomy-tube. 

"'18*18  A  tongue,  with  the  larynx,  trachea,  pharynx,  and  part  of  the  oesophagus. 
An  ossified  portion  of  the  posterior  part  of  the  right  ala  of  the  thyroid  cartilage 
is  necrosed  and  almost  completely  separated  from  the  rest.  The  necrosed  portion 
proiects  into  the  cavity  of  an  abscess,  which  reaches  below  as  far  as  the  right  lobe 
of  the  thyroid  gland,  and  backwards  by  each  side  of  the  necrosed  portion  of  the 
thyroid  cartilage  into  the  pharynx,  which  is  perforated  in  three  closely  adjacent 
situations  ;  the  edges  of  the  openings  are  smoothly  rounded.  The  upper  end  of 
the  oesophagus  is  diminished  in  size  ;  its  mucous  membrane  is  thickened  and 
superficially  ulcerated.  •       p  i 

"  In  the  anterior  wall  of  the  oesophagus,  on  a  level  with  the  bifurcation  ot  the 
trachea,  is  a  small  traction  diverticulum  which  is  connected  with  an  indurated 
gland  lying  above  the  left  bronchus.  2264 

1859.  A  larynx  with  part  of  the  trachea.  The  cartilages  of  the  larynx  have,  in 
great  part,  ossified.  Of  the  left  ala  of  the  thyroid  cartilage  a  considerable  portion 
has  undergone  necrosis,  and  is,  in  part,  separated  from  the  rest ;  the  sequestrum 
lies  bare  in  the  space  between  the  ary-epiglottic  fold  and  the  lateral  wall  of  the 
pharynx.  Lying  on  the  inner  side  of  the  sequestrum  is  a  mass  of  loose  flocculent 
tissue  which  almost  fills  the  space  just  noticed — probably  granulation-tissue  and 
sloughing  mucous  membrane.  The  mucous  membrane  of  the  ventricular  bands 
and  vocal  cords  is  thickened.  529 

1860.  The  larynx  and  trachea  of  an  adult,  in  whom  tracheotomy  was  performed. 
The  opening  is  about  4  cm.  in  length  ;  its  upper  part  corresponds  with  the  crico- 
thyroid membrane  and  cricoid  cartilage,  and  is  smoothly  cicatrized ;  the  lower 
part  of  the  aperture  corresponds  with  the  three  upper  rings  of  the  trachea,  and  is 
of  recent  date,  the  edges  being  still  covered  with  granulations.    The  calcified 
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rings  of  the  trachea  are  bare,  and  project  on  each  side  into  the  wound  The 
isthmus  of  the  thyroid  body  has  been  divided  in  the  operation.  The  interior 
of  the  larynx  has  been  narrowed  and  rendered  irregular  by  the  contraction  of 
cicatrices.  In  the  right  ventricle  there  is  impacted  a  sequestrum  of  ossified 
criooid  cartilage  (see  1861).  3(i29 


1861.  Three  sequestra  of  ossified  cricoid  cartilage  from  the  same  case.  The 
largest,  somewhat  triangular  in  shape  and  marked  with  the  facet  for  the  left 
arytfenoid  cartilage,  was  expelled  after  tracheotomy.  The  two  smaller  pieces  lay 
ia  the  left  bronchus. 

From  a  man  who  had  been  treated  for  syphilis  with  mercury.  Two  years  later,  in  August  1845, 
tracheotomy  was  performed  on  account  of  difficulty  in  breathing,  and  a  tube  retained.  In 
1846,  there  was  offensive  purulent  expectoration,  and  on  account  of  difficulty  in  breatliing 
Mr.  Liston  enlarged  the  opening  in  the  trachea  by  dividing  two  or  three  of  the  ossiOed  rings 
with  bone  I'orceps,  and  introduced  a  larger  tube.  Later  in  the  year  the  respiration  again 
became  troublesome  ;  the  tracheotomy-opening  was  again  enlarged  and  a  piece  of  ossified 
cricoid  cartilage  was  ejected  by  coughing  through  it.  After  death  the  left  lung  was  found 
partly  collapsed  and  adherent ;  the  lower  part  was  inflamed  and  contained  pus.  In  the  left 
bronchus,  two  inches  from  the  bifurcation  of  the  trachea,  was  a  small  sequestrum  impacted 
iu  the  mucous  membrane,  which  was  thickened  and  injected. 


Simple  TuMoims  of  the  Laexitx. 
The  following  simple  tumours  occur  in  the  larynx: — 

1.  Pcqnllomata. — These  are  by  far  the  most  common.  They  spring  most  fre- 
quently from  the  vocal  cords,  but  they  may  develop  in  the  ventricles  or  elsewhere. 
They  form  canliflower-like  excrescences,  either  pedunculated  or  sessile.  When 
sessile  the  base  has  considerable  tendency  to  spread,  and  the  tumours  are  frequently 
multiple.  Papillomata  of  the  larynx  may  occur  at  any  age,  and  are  not  uncommon 
in  early  life  (1862-1865). 

2.  Fibromata. — These  spring  from  the  submucous  tissue  in  the  neighbourhood  of  the 
vocal  cords.  They  are  smooth  or  smoothly  lobulated  on  the  surface  ;  their  average 
size  is  about  that  of  a  pea.  They  may  occur  at  almost  any  age,  but  are  very  rare  in 
children. 

3.  Cystic  tumours  are  very  rare.  They  spring  from  the  epiglottis  or  the  ventricles 
and  are  probably  formed  by  retention  of  the  secretion  of  some  of  the  glands  of  the 
larynx. 

4.  Myccomata,  Lipomaia,  and  Angiomata  are  of  extreme  rarity.  Ecchondroses  or 
cartilaginous  outgrowths  from  the  cartilages  of  the  larynx  have  also  been  met  with. 

1862.  The  laiynx  and  trachea  of  a  child,  laid  open  from  behind  to  expose  a  delicate 
papillary  growth,  about  9  mm.  in  diameter,  attached  to  the  posterior  part  of  the 
ric^ht  vocal  cord ;  the  growth  projects  inwards,  so  as  almost  to  fill  the  glottis. 
The  mucous  membrane  of  the  larynx  is  throughout  natural  in  appearance.  4765 


1863.  The  larynx  and  part  of  the  trachea  of  a  child.  The  rima  glottidis  is 
occupied  by  "papillomatous  growths.  The  largest  growth,  which  has  a  vertical 
measurement  of  13  mm,,  arises  from  the  anterior  part  of  the  right  vocal  cord ;  it 
projects  chiefly  downwards,  but  also  outAvards  into  the  ventricle ;  it  is  composed 
of  small  rounded  processes.  The  remaining  part  of  the  right  vocal  cord,  as  well 
as  the  left  vocal  cord  and  the  ventricular  bands  in  their  whole  lengtli,  are  beset 
with  minute,  sessile,  papillomatous  outgrowths,  giving  to  the  parts  a  coarse  wai-ty 
appearance.  6142 
The  symptoins  were  those  of  laryngeal  obstruction.  Death  occurred  during  the  performance  of 
tracheotomy. 
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lfifi4  The  larynx  of  a  child.    The  mucous  membrane  of  the  posterior  surface  of 
the  epi-lottis,  and  the  anterior  and  lateral  walls  of  the  larynx,  as  far  backwards 
as  the  arytenoid  cartilages,  and  as  low  as  the  upper  border  of  the  cricoid 
cartilage  is  thickly  covered  with  clusters  of  delicate,  sessile,  papillary  growths, 
which  completely  cover  the  vocal  cords.     The  growths  are  somewhat  more 
extensive  on  the  right  than  on  the  left  side.    The  rest  of  the  mucous  membrane 
appears  quite  healthy. 
From  a  girl,  4  years  old,  vrho  died  suffocated.    Her  respiration  had  been  stridiilous  for  more 
than  two  years,  and  dm-ing  this  time  she  had  been  always  subject  to  paroxysmal  dyspnoea. 
The  lungs  were  everywhere  adherent  to  the  chest-walls,  and  markedly  emphysematous  ;  the 
liver  also  was  adherent  to  the  diaphragm  and  abdominal  wall.    The  tonsils  were  very  large. 

1865.  The  larynx,  with  part  of  the  trachea,  of  a  young  woman.  From  the  mucous 
membrane  of  the  vocal  cord  of  the  left  side  there  has  grown  an  oval,  pedunculated, 
cauUflower-like  excrescence,  commensurate  in  length  with  the  cord,  and  reaching 
downwards  to  the  middle  of  the  cricoid  cartilage  ;  its  upper  edge  is  straight,  and 
scarcely  projects  above  the  vocal  cord  to  which  it  is  attached.  The  whole  mass  is 
about  the  size  of  a  large  filbert.  From  the  anterior  part  of  the  right  vocal  cord, 
also,  a  similar  but  much  smaller  papillated  tumour  has  grown;  and  a  third 
is  attached  to  the  mucous  membrane  in  the  middle  line  below  the  level  of  the 
other  two. 

The  mucous  membrane  of  the  vocal  cord  on  the  right  side  is  slightly  thickened 
and  minutely  shreddy  or  villous,  as  if  superficially  ulcerated.  1205 

From  the  body  of  a  young  woman,  in  whom  the  tumour  had  existed  for  some  time,  producing  a 
slight  cough.    The  tumour  at  length  caused  suffocation. 


Malignant  TuMotrRS  op  the  Laeynx. 

Sarcoma  of  the  larynx  is  very  rare  ;  it  usually  assumes  a  papillary  form  and  grows 
from  the  neighbourhood  of  the  vocal  cords. 

Carcinoma  of  the  larynx  may  occur  as  a  primary  affection,  or  the  larynx  may  be 
invaded  by  a  growth  originating  in  the  pharynx.  Carcinoma  of  the  larynx  is  met 
with  in  intrinsic  and  extrinsic  forms  ;  in  the  former  the  disease  originates  within 
the  larynx,  usually  from  the  ventricular  bands  or  vocal  cords  ;  in  the  extrinsic  form 
the  disease  begins  in  the  parts  around  the  upper  aperture  of  the  larynx,  such  as  the 
epiglottis  and  ary-epiglottic  folds.  The  extrinsic  form  pursues  a  much  moi-e 
malignant  course  than  the  intrinsic,  and  is  usually  complicated  at  an  early  stage  by 
glandular  infection. 

Carcinoma  of  the  larynx  usually  occurs  as  an  irregular  fungating  growth,  which 
ulcerates  early,  the  ulcer  presenting  the  rugged  surface  and  everted  edges  character- 
istic of  malignant  disease.    The  growth  is  always  of  the  squamous-cell  variety  (1806). 

1866.  A  larynx  with  the  base  <if  the  tongue,  the  former  having  been  laid  open  to 
display  an  extensive  ulcerated  carcinomatous  growth.  The  epiglottis  has  been 
destroyed  by  the  growth,  with  the  exception  of  a  narrow  strip  of  the  upper  border 
which  remains  attached  to  the  left  ary-epiglottic  fold.  From  the  original  position 
of  the  attachment  of  the  epiglottis  in  front,  and  laterally  from  the  ary-epiglottic 
folds  the  growth  extends  downwards,  in  the  whole  circumference  of  the  larynx,  to 
the  level  of  the  vocal  cords,  which  are  involved  on  their  ventricular  asoects  The 
whole  growth  forms  one  large  deeply  excavated  ulcer,  from  the  surface  of  which 
especially  in  the  left  side,  irregular  masses  of  tumour-substance  project.  5053 
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INJUEIES  OE  THE  IlEAET  AND  LUNGS. 

1867.  Part  of  a  heart,  with  the  great  vessels  and  tlie  left  lung.  The  substance 
ot  the  le  ventricle  has  been  penetrated  by  a  bullet,  which  has  afterwards 
traversed  the  lung.  The  right  side  of  the  heart  and  the  septum  have  been  cut 
away,_  in  order  to  show  that  the  bullet  has  not  entered  the  cavity.  The  aperture 
ot  exit  in  the  pulmonic  pleura  is  almost  linear  and  measures  nearly  2  cm  ia 
diameter.  There  is  a  rounded  swelHng  in  the  lung  around  the  aperture,  showing 
that  the  air-vesicles  beneath  are  filled  with  extravasated  blood. 

1868.  The  right  lung  of  a  child,  presenting  two  lacerations.  The  more  extensive 
laceration  is  situated  at  the  bottom  of  the  fissure  between  the  upper  and  middle 
lobes  ;  the  second  smaller  laceration  involves  the  diaphragmatic  surface.  6866 

From  a  girl,  aged  9  years,  who  died  4  hours  after  being  run  over  by  an  omnibus  There  was 
an  effusion  of  blood  in  the  right  pleura.  The  ruptured  liver  (No.  1561)  and  the  ruptured 
right  kidney  (No.  1872)  from  the  same  case  are  also  preserved. 

1869.  A  piece  of  necrotic  lung,  6-5  cm.  in  length,  which  was  discharged  from  an 
empyema  following  an  injury  of  the  chest.  7942 

From  a  man,  who  was  injured  in  a  buffer-accident.  He  was  admitted  into  U  C  H  with 
surgical  emphysema,  followed  by  hemothorax,  which  was  aspirated.  An  empyema 
developed  and  was  opened ;  the  piece  of  lung  preserved  in  the  specimen  was  discharged 
a  week  later. 


Deemoid  Cyst  oe  Chest. 

1870.  Three  fibrous  masses,  which  were  removed  by  operation  from  the  inner 
surface  of  a  dermoid  cyst  of  the  right  side  of  the  chest.  Each  mass  is  covered 
with  skin,  except  over  the  surface  through  which  it  was  removed,  and  from  the 
skin  large  numbers  of  hairs  project.  The  largest  mass  is  7-5  cm.  in  length  ;  its 
attached  extremity  is  cylindrical,  the  free  extremity  being  much  larger  and  very 
irregular  in  shape. 

From  a  woman,  aged  29,  in  whom  the  symptoms  began  with  an  attack  of  acute  right  pleurisy 
with  effusion  in  May  1879 ;  after  some  time  this  was  followed  by  right-sided  empyema, 
which  ruptured  into  a  bronchus.  In  J une  1887,  there  being  still  cough  and  expectoration, 
and  dulness  in  the  lower  part  of  the  right  axilla,  the  right  side  of  the  chest  was  explored  and 
pus  detected  at  a  depth  of  3  inches  in  the  6th  intercostal  space.  Part  of  a  rib  was  removed 
and  a  small  deep-seated  abscess-cavity  opened.  After  the  operation  the  patient  coughed  up 
two  hairs,  and  others  escaped  from  the  drainage-tube.  At  subsequent  operations  a  large 
mass  of  hairs  and  fatty  material,  together  with  the  fibrous  masses  preserved  in  the  specimen, 
were  removed  from  the  cavity  in  the  chest,  which  proved  to  be  mucli  larger  than  was  at  first 
thought.  The  cavity  was  lined  with  skin,  which  was  intimately  connected  with  the  surfaces 
of  the  lung  and  diaphragm.  In  1889  it  was  still  necessary  to  retain  a  tube  in  the  opening 
into  the  cavity  on  account  of  the  continued  presence  of  a  watery  discharge,  mixed  witn  fatty 
material.    (Mr.  Godlee,  Med.-Olair.  Trans,  vol.  kxii,  1889,  p.  317.) 
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AbdOxMinal  -wall,  wounda  of,  1644,  1545. 
Abscess  of  liver,  1567-1569. 

„     of  muscle,  1092. 

„      of  neck,  1167. 

„     perforation  of  arteries  in,  1165-1167. 
,      perityphlitic,  1740,  1742,  1743. 
„      ofrectum,  1762,  1763,  1767. 
Acromegaly,  thyroid  gland  in,  1796. 
Adenoma  of  lip,  1331. 
„      of  rectum,  1770. 
„      of  thyroid  gland,  1799-1815. 
„      of  tongue,  1470. 
Air-passages,  foreign  bodies  in,  1830-1837. 

„        injuries  of,  1823-1829. 
Amputation  stumps,  ligature  of  arteries  in.    See  Arteries. 

„  „      bulbous  nerves  in,  1125-1128. 

Aneurisms,  1192-1282. 

„       of  abdominal  aorta,  1197, 1212, 1241-1251. 

arterio-venous,  1281,  1282. 
„       axillary,  1262. 
„       brachial,  1281,  1282. 
„       carotid,  1255-1257. 
„        coagula  from,  1200-1203. 
„        dissecting,  1 235-1240. 
„       embolic,  1250,  1279. 

„       erosion  of  bones  by,  1199,  1210-1214, 1231,  1232,  1243,  1245, 1547,  1254,  1262. 

„       femoral,  1265-1267. 

„       fusiform,  1193,  1207,  1218,  1230, 1279. 

„        iliac,  1263,  1264. 

„       innominate,  1252-1254,  1257. 

„       of  mesenteric  artery,  1248-1250. 

„       popliteal,  1268-1278. 

„        pressure  on  nerves  by,  1209, 1223,  1224,  1276. 

„  „         vessels  by,  1209,  1221,  1257,  1268,  1275,  1276. 

„       rupture  into  bronchus,  1223,  1224,  1225. 

„  „     into  lung,  1229,  1239. 

„  „    into  oesophagus,  1226, 1227. 

„  „    into  pericardium,  1215. 


'  Tho  numbers  refer  to  the  specimens. 
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Aneurisms,  rupture  into  pleural  cavity,  1213,  1228,  1230,  1242. 
„  „     into  pulmonary  artery,  1217.  ' 

„  „     into  right  auricle,  1216.  i 

»>  ),     into  superior  vena  cava,  1220,  1221.  | 

into  trachea,  1207,  1221,  1222,  1252. 
„        of  splenic  artery,  1251.  i 
„        spontaneous  cure  of,  1275.  I 
„        titroriffyli  in,  1249.  '' 
„        suljclavian,  1258-1261,  1280. 

"        "'';in-1274t*i2T8  1279~lf82^^^^'  1263-1266,  1269,  I 

„        of  thoracic  aorta,  1192-1196,  1198,  1199,  1204-1240,  1257. 
„        of  tibial  artery,  1279. 
„       traumatic,  1280-1282. 
Angioma  of  lip,  1330.  , 
„      of  muscle,  1105.  ' 
„      of  rectum,  1775. 
„      of  tongue^  1467,  1468. 
„      of  upper  jaw,  1373,  1374. 
Antrum,  maxillary,  tumours  of,  1375,  1376,  1389, 1391,  1392,  1393. 
Anus,  abscess  of,  1762. 

„     artificial,  1675-1678,  1790,  1791. 

„     haemorrhoids  of,  1759-1761,  1764,  1765,  1766,  1767,  1769. 
Aorta,  aneurism  of.    See  Aneurism. 

„  bullet- wound  of,  1158.  j 
„     ligature  of,  1167. 

Aortic  valve  with  two  cusps,  1238.  ] 
Appendicitis.  See  Vermiform  Appendix.  J 
Arteries,  aneurism  of.  See  Aneurism.  I 
„  annular  calcification  of,  1159-1162,  1164,  1176.  ] 
„  atheroma  of  See  Endarteritis,  chronic.  I 
„  brachial,  high  division  of,  1282.  i 
„  cauterisation  of,  1141.  I 
„       dilatation  of,  1192,  1192  a. 

„  embolism  of,  1189.  See  also  Aneurism  embolic.  i 
„       epigastric,  puncture  of,  1139. 

„       femoral,  double,  1209.  I 
„       inflammation  of.    See  Arteritis,  Endarteritis.  ; 
„       injm-ies  of,  1139-1158,  1826.    See  also  Aneurism  arterio-venous.  Aneurism  trau-  | 
matic. 

„       laminar  calcification  of.    See  Endarteritis,  chronic. 

ligature  of,  1141-1157,  1165,  1233,  1234,  1254-1257,  1260,  1261,  1263,  1269, 1271- 
1273,  1279,  1282. 
„       obliteration  of,  from  endarteritis,  1172,  1184,  1185. 
„       secondary  heemorrhage  from,  1152,  1153,  1165. 
„       subclavian,  abnormal  origin  of,  1659. 

„       thrombosis  of,  1182-1191.    See  also  Arteries  annular-  calcification  of.  Arteries 

ligature  of,  Endarteritis. 
„       torsion  of,  1 141 . 

„  xilcerative  perforation  of,  1165,  1166,  1167,  1256.  j 
Arteritis,  acute,  1165-1167.  j 

„  chronic.  See  Endarteritis.  I 
Artificial  anus,  1675-1678,  1713. 

Atheroma  of  arteries.  See  Endarteritis,  chronic.  ; 
Atrophy  of  muscles,  1086-1088. 

„       of  thyroid  gland,  1792,  1793.  j 

j 

Biliary  cat.ctli.    See  Gall-stones. 
Bronchocele,  1794-1798. 

Bronchus,  foreign  bodies  in,  1831,  1832,  1886,  1837. 
Bubonocele,  1602, 
Bulbous  nerves,  1125-1128. 
Bullet-wound  of  aorta,  1158. 
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Bullet-wound  of  heart,  1867. 

of  intestine,  1580,  1581. 
of  lung,  1867. 
Burns,  duodenal  ulcer  after,  1582- 
Bursje,  chronic  inflammation  of,  10b5-iU/  J. 
„     loose  bodies  in,  1075,  1076. 
„     syphilis  of,  1080. 


Cmcvu,  carcinoma  of,  1725. 
„     hernia  of,  1672. 
„     volvulus  of,  1718. 
Calculi,  biliary.    See  Gall-stones. 

„     salivary,  1489-1493. 
Cancrum  oris,  1341. 
Carcinoma  of  colon.    See  Colon. 

„       of  gum,  1388,  1390,  1394,  1395. 
„       of  jav?.    See  Jaw. 

of  larynx,  1866. 
„       of  lip,  1332-1340,  1396. 
of  oesophagus,  1529-1543. 
of  pharynx,  1528-16,32,  1536. 
of  rectum,  1776-1789. 
of  stomach,  1550-1552,  1554-1559. 
of  thyroid  gland,  1819-1821 . 
of  tongue,  1458,  1459,  1471-1486. 
„    ■  of  tonsil,  1508. 
Caries,  dental,  1449,  1450. 
Cholecystotomy.    See  Gall-stones. 
Cicatrices  from  tuberculous  glands,  1321. 

„      after  removal  of  tongue,  1486. 
Clavicle,  fracture  of,  1280. 
Colon,  ascending,  carcinoma  of,  1725,  1726. 
„     descending,  carcinoma  of,  1728,  1729. 
„     excision  of,  1725-1732. 

sigmoid,  carcinoma  of,  1732. 
„         „     hernia  of,  1614,  1674  a,  1677. 
„         „     volvulus  of,  1717. 
„     splenic  flexure  of,  carcinoma  of,  1727. 
„     transverse,  carcinoma  of,  1731. 
Colo  tomy,  inguinal,  1791. 

„       lumbar,  1713,  1790. 
Concretions,  fsecal.    See  Vermiform  Appendix. 
Cut-throat,  1824-1829. 
Cyst,  dermoid  of  chest,  1870. 

„        „      of  tongue,  1463-1465. 
„   in  hernial  sac,  1588-1590. 
„    hydatid.    See  Hvdatid. 
„    of  jaw,  1400-1406. 

of  mesentery,  1719. 
„    of  thyroid  gland,  1805,  1807,  1810,  1811,  1813,  1814. 
„   of  tongue,  1463-1466. 
Cysticercus  celliilosce,  1111. 


Dermoid  cyst  of  chest,  1870. 

„  of  tongue,  1463-1405. 

Diverticulum  ilei,  hernia  of,  1638. 

„  „  sloughing  of,  1758. 

„  „  strangulation  by,  1696-1700. 

„  ,,  umbilical  fistula  from,  1648. 

Diverticulum  of  oesophagus,  1523,  1858. 

„        of  pharynx,  1524. 
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Duodenum,  rupture  of,  1578, 1579. 
„        ulcer  of,  1582. 


Enchondroma  of  muscle,  llOG. 

Endarteritis,  chronic,  1161,  1164,  1168-1185,  1190. 

Endothelioma  of  muscle,  1110. 

„  of  palate,  1510. 

„  of  salivary  glands,  1494-1500. 

Enterectomy,  1581,  1658,  1679-1684,  1711,  1715, 1725-1732. 
Enterocele,  partial,  1667,  1674,  1675 
Epulis,  1357-1364. 
Exophthalmic  goitre,  1816-1818. 
Exostosis  of  jaw,  1369,  1370. 


Fattt  degeneration  of  muscles,  1086-1088. 
Fibroma  of  gum,  1357-1364 . 

„      of  jaw,  1365-1368. 

„      of  muscle,  1103. 

„      of  nerve,  1129-1133. 

„  of  pharynx,  1525. 
Fistula,  rectal,  1765-1768. 

„     recto-vaginal,  1766. 

„     umbilical,  1648. 
Foreign  bodies  in  air-passages,  1830-1837. 

,,        „     in  intestines,  1674a,  1720-1728,  1835. 

J,        „     in  oesophagus,  1513-1515. 

„        „     in  pharynx,  1512,  1516. 

„        „     in  rectum,  1763. 

„        „     in  vermiform  appendix,  1601,  1739. 
Fracture  of  clavicle,  1280. 


Gall-bladdeb,  calculi  of,  1570, 1572,  1575. 
„  fistula  into  intestine,  1721. 

„  operation  on,  1570,  1576. 

Gall-stones  from  common  bile-duct,  1573,  1574. 
„       from  cystic  duct,  1571,  1575. 
„       from  gall-bladder,  1570,  1572,  1575,  1576. 
„       intestinal  obstruction  from,  1720,  1722. 
„       from  liver  abscess,  1569. 
Ganglion,  1121,  1122. 
Gangrene  from  aneurisms,  1275. 

„       from  arterial  disease,  1161,  1163,  1164,  1183,  1185,  1186,  1189,  1 
„       diabetic,  arteries  in,  1185. 
„       from  embolism,  1189. 
„       after  ligature  of  arteries,  1263,  1269,  1276. 
Gastro-enterostomy,  1550-1553,  1556,  1557, 1559. 
Gastrostomy,  1643. 
Glanders,  1092. 

Glossitis,  chronic  superficial,  1458-1460,  1477. 
Goitre,  1794-1798. 

„     exophthalmic,  1816-1818. 

„     partial  excision  of,  1798. 
GonoiThcea,  thrombosis  of  pelvic  veins  in,  1305. 
Graves's  disease,  1816-1818. 
Gumma  of  bursa,  1080. 

„     of  muscltt,  1102. 
Gums,  carcinoma  of,  1388,  1390,  1394,  1395, 

„     fibroma  of,  J. 357-] 364. 

„     hvpertropliy  of,  1354-1356. 

„     iiillammation  of,  1342-1344. 
Gunshot-wounds.    'S'ee  BuUet-wounda. 
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IljEMOBKHAGB  into  miiacles,  1089-1091. 

secondary,  1152,  1153,  1155, 12bO,  12bJ,  1^/1. 
"  treatment  of.    &e  Aa-teries,  cauterisation,  ligature  and  torsion  ot. 

Usemorrhoids,  1759-1761,  1764-1767,  1769. 

excision  of,  1761. 
Heart,  bullet-wound  of,  1867. 

Hernia,  1683.  .  ,         .  ^^^^ 

„      artificial  anus  in,  1675-lb7«. 

of  X6T2. 
"      causes  of  death  after  apparent  reduction  of,  1686-1689, 
".      contents  of  sac  of,  1694-1596. 

coverings  of  sac  of,  1593,  1622-1624. 
„      cysts  in  sac  of,  1588-1590. 
„      diaphragmatic,  1669-1663. 
„      of  diverticulum  ilei,  1638. 

double,  1625-1627,  1630,  1646, 1686. 

"  fetomwJs!?  \%VZ2,  1631-1642,  1664,  1666,  1667,  1669,  1670,  1676, 
"  1676,  1682,  1684,  1686. 

inRuinal,  1585,  1586,  1688, 1589, 1591,  1602-1630. 
"       ^         external,  1593,  1694,  1597,  1598,  1599, 1602-1624, 1626,  1627,  1668,  1673, 
1677-1679,  1681,  1685-1689. 
„      internal,  1626-1630. 
irreducible,  1697-1601,1614,  1651-1653. 
through  Gimbernat's  ligament,  1686. 
„      with  hydrocele,  1694,  1616,  1677. 
„      obliterated  sac  of,  1687, 1591. 
„      obturator,  1643-1645. 
„  „       artery  in,  1640,  1641. 

„      perforation  of  intestine  in,  1674,  1674  a,  1689. 
„      reduction  of,  en  masse,  1688. 
„      ruptui'e  of  intestine  in,  1673. 


„      sac  of,  1583-1592. 


„      of  sigmoid  colon,  1614, 1674  a,  1677. 
„      strangulated,  1637,  1642,  1644-1689. 
„      stricture  of  bowel  after,  1682. 
„      of  subperitoneal  fat,  1655. 
„      into  tunica  vaginalis,  1617-1621. 

„  „       with  invagination  of  sac,  1621. 

„      umbilical,  1684,  1695, 1646-1655. 
„      ventral,  1656-1668,  1683. 
„      of  vermiform  appendix,  1600,  1601. 
Hodgkin's  disease,  1323-1326. 
Hour-glass  stomach,  1553. 
Hydatid  of  liver,  1562,  1666. 
„      of  muscle,  1112,  1113. 
„      of  omentum,  1563. 
„      of  pelvis,  1564,  1565. 


Internai.  strangulation,  1690-1700.    See  also  Strangulation. 
Intestines,  bullet-wound  of,  1580,  1581. 

„       excision  of.    See  Enterectomy,  Colon,  Rectum. 

„       foreign  bodies  in,  1674  a,  1720-1728,  1835. 

„       hernia  of.    See  Hernia. 

„       internal  strangulation  of,  1690-1700.    See  also  Strangulation. 

„       intussusception  of.    See  Intussusception. 

,,       obstruction  of,  from  gall-stones,  1720,  1722, 

„       polvpus  of,  1711. 

„       rupture  of,  1578,  1579,  1673. 

„       stricture  of,  after  hernial,  1682. 

„       suture  of  ulcer  of,  1724. 

volvulus  of,  1717-1719. 
„       wound  of,  1546,  1678-1581,  1673, 
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Intussusception  of  intestines,  1701-1716. 

„  colic,  1704. 

„  double,  1709. 

„  in  the  dying,  1716. 

„  enterectomy  in,  1711,  1715. 

„  enteric,  1705,  1706,  1707,  1708,  1709,  1711. 

„  ileo-ca3cal,  1701,  1703,  1712,  1714. 

„  from  new  growths,  1712,  1714,  1715. 

„  perforation  of  bowel  in,  1704,  1706,  1707. 

„  sloughing  of  intussusceptum  in,  1710. 


Jaav,  lower,  carcinoma  of,  1394-1399. 

,,  „  by  extension  from  lip,  1338-1340,  1,396. 

„       „  „  by  extension  from  tongue,  1485. 

„       „      fibroma  of,  1366-1368. 
„       „      hypertrophy  of  neck  and  condyle  of,  1407. 
„       „      multilocular  cysts  of,  1400-1406. 
„      „      odontoma  of,  1371. 
„       „      sarcoma  of,  1381-1387  B. 
„       „  „         myeloid,  1379,  1380. 

„    necrosis  of,  1345-1353. 
„    upper,  angioma  of,  1373,  1374. 
„       „     carcinoma  of,  1388-1393. 
„       „     fibroma  of,  1365. 
„      „     osteoma  of,  1369,  1370. 
„      „     sarcoma  of,  1375-1378. 


Kjdney,  maldeveloped,  1662. 


Lakynx,  carcinoma  of,  1866. 
„       foreign  bodies  in,  1835. 
„       necrosis  of  cartilages  of,  1858-1861. 
„       oedema  of,  1838-1841. 
„       papilloma  of,  1862-1865. 
„        simple  ulceration  of,  1842,  1843. 
„       syphilis  of,  1853-1857. 
„        tubercle  of,  1844-1852. 
„       wounds  of,  1824-1829. 
Ireutsemia,  acute,  stomatitis  in,  1343,  1344. 
Lips,  adenoma  of,  1331. 
„    carcinoma  of,  1332-1340,  1396. 
„    papilloma  of,  1329. 
„    venous  nsevus  of,  1330. 
Liver,  abscess  of,  1567-1569. 
„     hydatid  of,  1562,  1566. 
„     operations  on,  1562,  1566,  1567,  1668. 
„     rupture  of,  1560,  1561. 
Loose  bodies  in  bursas,  1075,  1076. 

„        „     in  tendon-sheaths,  1118-1120. 
Lung,  bullet-wound  of,  1807. 
„     laceration  of,  1868,  1869. 
„     necrosis  of,  1869. 
Lymphadenitis,  acute,  1318. 

„  tuberculous,  1319-1322. 

Lymphadenoma,  1323-1325. 
Lymphatic  glands,  acute  inflammation  of,  1318. 

„  „      in  I-Iodgkin's  disease,  1323-1. 'J25. 

„      secondary  tumoiu's  of,  1326-1328. 
„      tubercle  of,  1319-1322. 
Lymphosarcoma  of  tonsil,  1504,  1506, 1607. 
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Macboglossia,  1469.    ^   ^.     ,.   ,  . 
Meckel's  diverticulum,    -^^f^^iverticulum  ilei. 
Melon-seed  bodies,  1075, 1118,  iii^- 
Mesentery,  cyst  of,  1719. 
Mouth,  inflammation  of,- Id4i-ld44. 
Muscle,  ahscess  of,  1092. 

aufdoma  of,  1105. 
atrophy  of,  1086-1088. 

„     Cysticercics  celluloses  of,  1111. 

„     enchondroma  of,  1106. 

„     endothelioma  of,  1110. 

„     fatty  degeneration  of,  1086-1038. 

„     fibroma  of,  1103. 

„     gumma  of,  1102. 

haemorrhage  into,  1089-1091. 

,,     hydatid  of,  1112,  1113. 

„     ossification  of,  1093-1101. 

„     rupture  of,  1081-1085.  • 
sarcoma  of,  1107-1110. 

„     syphilis  of,  1102. 

„     tumours  of,  1103-1110. 

„      Trichina  spiralis  of,  1114,  1115. 
Myxcedema,  1793. 


tsJEVus.  See  Angiona. 
Neck,  abscess  of,  1167. 
Necrosis  of  jaws,  1345-1353. 

„     of  laryngeal  cartilages,  1858-1861. 
„     of  lung,  1869. 
Nephrectomy,  wound  of  inferior  cava  in,  1280. 
Nerves,  bulbous,  in  stumps,  1125-1128. 
„      injuries  of,  1123,  1124. 
„      tumours  of,  1129-1138. 


Oat-stones,  1723. 
pd  intoma,  1371,  1372. 
(Esophagus,  abscess  opening  into,  1167. 
„         carcinoma  of,  1528-1543. 

J,  „        perforation  of  bronchus  in,  1539,  1540. 

„  „  „  trachea  in,  1536,  1537,  1538. 

„         dilatation  of,  1522. 

„         diverticula  of,  1523,  1858. 

„         foreign  bodies  in,  1513-1515. 

„         rupture  of,  1517-1521. 

„  „      of  aneurism  into,  1226,  1227. 

„         stricture  of,  malignant.    See  Carcinoma. 

„  ,,         simple,  1527. 

Omentum,  hydatid  of,  1563. 
Osteoma  of  jaw,  1369,  1370. 


Palate,  tumours  of,  1509,  1510. 
Papilloma  of  larynx,  1862-1865. 

„       of  lip,  1329. 

„       of  rectum,  1771-1774,  1778. 

„        of  uvula,  1510. 
Parasites  in  muscles,  1111-1115. 

Parotid  gland,  endothelioma  of,  1494,  1495,  1497-1500. 

,,        „     inflammation  of,  1488. 
Parti'il  enterocelfi,  1607,  1674,  1G75. 
Perityphlitic  abscess,  1740,  1742,  1743. 
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Pharynx,  carcinoma  of,  1528-1532,  1536. 

„      diverticula  of,  1524. 

„      fibroma  of,  1525. 

„      foreign  bodies  in,  1512,  1516. 

„      ulceration  of,  1526. 
Phlebitis,  1296-1313. 
Phleboliths,  1310,  1311, 
Phlegmasia  dolens,  1306-1309. 
Pylorectomy,  1554-1557. 


Recium,  abscess  of,  1762,  17G3,  1767. 

„  adenoma  of,  1770. 

„  angioma  of,  1776, 

„  carcinoma  of,  1776-1789, 

„  excision  of,  1783-1788. 

„  fistula  of,  1765-1768. 

„  foreign  body  in,  1763. 

„  haemorrhoids  of,  1759-1761. 

„  imperforate,  1662. 

„  papilloma  of,  1771-1774,  1778. 

„  simple  ulcer  of,  1764. 

„  stricture  of,  17.65-1767, 1769, 1779-1789. 

„  syphilitic  ulcer  of,  1765-1768, 


Sac,  hernial,  1583-1592, 
Sacculus  of  CBSophagus,  1523. 

„       of  pharynx,  1524. 
Salivary  calculi,  1489-1493. 

„     glands,  endothelioma  of,  1494-1500. 

„  „     inflammation  of,  1488. 

Sarcoma  of  jaw,  1375-1387  b. 

„      of  lymphatic  glands,  1327,  1328. 

„      of  muscle,  1107-1110. 

„      of  nerves,  1 138. 

„      of  skin,  1328. 

„      of  thyroid  gland,  1822,  1823. 

„      of  tongue,  1487. 

„      of  tonsil,  1504-1507. 
Scars  from  tuberculous  glands,  1321. 
Scurvy,  1089,  1090. 
Skin,  melanotic  sarcoma  of,  1328. 
Spleen,  rupture  of,  1577. 
Splenic  flexure,  carcinoma  of,  1727,  1730. 
Stomach,  carcinoma  of,  1550-1552,  1554-1559. 

,,       diaphragmatic  hernia  of,  1662. 

„       hour-glass,  1553. 

„       operations  on,  1547-1550,  1551-1559. 

„      rupture  of,  1546. 

„       suture  of  ulcer  of,  1547-1549. 
Stomatitis,  1341-1344. 
Strangulated  hernia,  1637,  1642,  1664-1689. 
Strangulation,  internal,  1690-1700. 

„  „       through  aperture  in  mesentery,  1091. 

,,  ,,       through  aperture  in  omentum,  1690. 

„  „       by  bands,  1692-1695. 

„  „       by  diverticulum  ilei,  1697-1700. 

Stricture  of  oesophagus,  malignant.    See  Carcinoma. 

„  „  simple,  1527. 

„      of  rectum,  1765-1767,  1709,  1779-1789. 

„      of  trachea,  1856. 
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Strongylus  gigas,  1 240.  ,  g„ 

Stumps,  bulbous  nerves  of,  U.^o-ii^o. 
Submaxillary  gland.    See  Salivary. 
Syphilis  of  bursa,  1080. 

„      of  larynx,  1853-1857. 

„      of  muscle,  1102. 

„      of  pharynx,  1461. 

„      of  rectum ,  1 705-1 708. 
teeth  in,  1429. 
of  tongue,  14G1. 

„      of  trachea,  1855. 


Tartah,  1457.  . 
Teeth,  abnormalities  in  size  of,  1420,  1421,  14:. 4, 
„     additional  cusp  to,  1422. 
„     additional  roots  to,  142(3. 
carious,  1449,  1450. 

„      with  epulis,  1361,  1302,  1304.  ^ 
chronic  periostitis  of  fangr  of,  1455,  14-56. 
„     crowding  of,  1417,  1430,  1431,  1432,  1443,  144q. 
„     elevation  of  cingulura  of,  1425. 
„     erosion  of,  1451-1454. 
„     gemination  of,  142-3. 
„     hypoplasia  of  enamel  of,  1427,  1428. 
„     inferior  protrusion  of,  1430,  1437,  1447. 
„     outstanding  canine,  1441, 1442. 

r,     retention  of  temporary,  1430,  1432,  14-37,  1 439,  1444-1448. 

„     superior  protrusion  of,  1433,  1434,  1435,  1438. 

„     supernumerary,  1408-1419. 

„     syphilitic,  1429. 

„     tartar  on,  1457. 

„     tumours  of,  1371,  1372. 

„     in  V-shaped  arch,  1434, 14-39,  1440. 
Tendons,  ossification  of,  1093-1101, 

„      rupture  of,  1081-1085. 
Tendon-sheaths,  inflammation  of,  1110-1119. 

„  loose  bodies  from,  1 118-1120. 

Testicle,  undescended,  1620, 1660,  1063. 
Throat,  wounds  of,  1824-1829. 

Thrombosis,  arterial,  1182-1191.    See  also  Arteries  annular  cah-ifi  cation  of,  Arteries  Ugature 
of,  Endarteritis. 
„        venous,  1296-1313. 

„  „      in  varicose  veins,  1293,  1294,  1296. 

Tliymus  gland,  enlargement  of,  1810,  1817. 
Til  N  roid  gland  in  acromegaly,  1706. 
,,        „      adenoma  of,  1799-1815. 

„        „  „      cystic,  1805,  1807,  1810,  1811,  1813,  1814. 

„        „     atrophy  of,  1792,  179-3. 

„        „     carcinoma  of,  1819-1821. 

„        „     enlargement  of,  1794-1798,  1816-1818. 

„         „     in  Graves's  disease,  1816-1818. 

.,  in  mj^xoadema,  1793. 

'„        „     sarcoma  of,  1822,  182-3, 
Tongue,  adenoma  of,  1470. 

„      angioma  of,  1467, 1468. 

„      carcinoma  of,  1458,  1459,  1471- 1486. 

„      chronic  superficial  in (1  animation  of,  1458-1460,  1477^ 

,,      cicatrix  after  removal  of,  1486. 

'„      cysts  of,  dermoid,  1463-14f)5. 

„         „        tliyreo-glossal,  1466. 

„      m!H!voglo.-3.:i  of,  14()9. 

„      sarcoma  of,  1487. 
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Tongue,  syphilis  of,  14G1. 

„      tubercle  of,  ]4(i2. 
Tonsil,  carcinoma  of,  ir)08. 

„     enlargement  of,  1501-1503. 

„     inHamniation  of,  1312. 

„     lingual,  1501. 

„     sarcoma  of,  1504-1507. 
Tonsillitis,  yenous  thrombosis  in,  1312. 
Trachea,  foreign  bodies  in,  1830,  1833,  'l8f54. 

„       perforation  by  carcinoma  of  nesophagns,  15.35,  1537  1538 

„       i'»pl"ie  of  aneurism  into,  1207,  1221,  12'^2  l->52  ' 

„       simple  ulceration  of,  1842,  1843.  "  '   -  • 

„       syphilitic  stricture  of,  1855. 

,,  _     tubercle  of,  1845,  184G,  1848,  1849,  1850,  1852. 
Trtckum  spirabs,  1114,  1115. 
Tubercle  of  Irrynx,  1844-1852. 

„       of  lymphatic  glands,  1310-1322. 

„       of  tongue,  14G2. 


UsiBiLicAL  fistula,  1648. 
Uvula,  papilloma  of,  1510. 

Varicose  veins,  1287-1295. 

»  »>     perforation  of,  1289. 

»  r     thrombosis  of,  1293,  1294,  129G 

\eins,  calcification  of,  1288. 

„     implication  of,  by  tumours,  1314-1317. 
„     obliteration  of,  from  inflammation  around  1188 
„     phleboliths  in,  1310,  1311. 
„     thrombosis  and  inflammation  of,  129G-1313. 
„    -varicose.    iSee  Varicose  Veins. 
„     wound  of,  1283-128G. 
Vena  cava,  rupture  of  aneurism  into,  1220,  1221. 

„     _   wound  of  iu  nephrectomy,  128G. 
Venesection,  arterio-venous  aneurism  after,  1281,  1282. 
Vermiform  appendix,  abscess  around,  1740,  1742,  1743. 

M  M        concretions  in,  1733-1738,  1741,  1744,  1754. 

jt  ■    „        foreign  bodies  in,  1601,  1739. 

„  hernia  of,  1600,  1601. 

n  „        inflammation  of,  1733-1757. 

»  „        obliteration  of  lumen  of,  1748-1751. 

»  perforation  of,  1733,  1736-1738,  1740,  1746,  1747. 

„        sloughiug  of,  1735,  1742,  1745. 
Volvulus  of  caecum,  1718. 

„  of  sigmoid  colon,  1717. 
„     of  small  intestine,  1719. 
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